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THE   BRITISH   GYNECOLOGICAL    SOCIETY. 

Thursd.w  May  9,  1895. 
CLEMENT  GODSON,  M.D.,  President,  in  the  Chair. 

PRE.SEXT  :  30  Fellows  and  Visitors. 

The  following  gentlemen  were  elected  Fellows  of  the 
Society :— James  Bryce,  M.D.Aberd.,  London  ;  Haig  Fer- 
guson, M.D.Edin.,  F.R.C.P.E.,  Edinburgh;  E.  Archibald 
Simeon,  L.R.C.P.  &  S.Edin.,  VValthamstow. 

The  following  gentlemen  were  proposed  for  election  : — 
E.  C.  Holland,  M.B ,  C.M.Edin.,  Warwick  Road,  Maida 
Vale;    T.  A.  Barrett-Plowman,  M.R.C.S.,  L.R.C.P.,  Clapham. 

Specimens. 

Case  of  Large  Fibroid  of  Uterus,  Removal  of  Entire 
Organ  by  Abdominal  Section.  By  Fred.  Bowre- 
MAN  Jessett,  F.R.C.S. 

S.   J.   E.,   aged   39,   single.       Operation,    April    31,    1S95. 
Mother  was  operated  on  by  me  eight  years  ago  for  fibroma 
of  uterus.     About  five  years   ago  while  bathing,  at  seaside, 
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was  first  troubled  with  metrorrhagia  and  menorrhagia,  and 
from  that  time  to  this  has  suffered  considerabh'  from  these 
symptoms.  Has  no  pain.  About  three  years  ago  first 
noticed  a  "lump"  in  the  abdomen;  this  has  increased  steadily 
in  size,  until  now  it  is  found  to  extend  as  high  as  the 
umbilicus,  and  extending  slightly  into  iliac'  region.  The 
tumour  is  hard  and  nodular  in  parts  ;  per  vaginam  a  mass  is 
felt  low  down  in  the  pelvis,  in  Douglas'  pouch.  Sound  passes 
four  and  a-half  inches.     The  tumour  is  freely  movable. 

The  woman  is  very  blanched  from  frequent  losses  of 
blood,  and  is  unable  to  follow  her  usual  employment,  that  of 
an  artist.  Operation  advised  on  April  31.  The  patient 
being  placed  under' ether  in  Trendelenburg's  position,  I  pro- 
ceeded to  remove  the  tumour  and  entire  uterus.  The  broad 
ligament  being  ligatured  and  divided,  and  anterior  and 
posterior  flaps  of  peritoneum  being  reflected  from  the  tumour, 
a  large  specially  made  speculum  was  passed  into  the  vagina 
and  pushed  hard  up.  I  cut  down  through  the  vaginal  roof 
before  and  behind,  on  to  the  two  blades  of  the  speculum, 
ligatured  the  uterine  arteries  on  each  side,  and  cut  through 
the  stumps  on  each  side  between  the  ligatures  and  uterus 
and  lifted  the  whole  organ  out.  The  peritoneal  flaps  were 
then  seized  by  three  pairs  of  pressure  forceps  on  each  flap, 
and  six  sutures  in  the  form  of  large  loops  passed  through 
them  ;  these  loops  were  caught  by  an  instrument  and  drawn 
down  through  the  vagina,  the  two  flaps  being  inverted  so 
that  two  broad  surfaces  of  peritoneum  were  brought  into 
accurate  apposition. 

By  this  method  everything  is  treated  extra-peritoneally. 
There  is  no  dragging  upon  a  stump  as  in  using  of  Kceberle's 
clamp,  and  no  risk  of  oozing  between  the  peritoneal  floor 
and  the  roof  of  the  vagina,  as  in  the  sub-peritoneal  method. 

The  patient  has  not  had  a  bad  symptom,  and  is  making 
an  uneventful  convalescence. 
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Case  of  H.^iMATO-salpinx. 

Case  II. — J.  T.,  aged  39,  married,  four  children,  the 
youngest  17  years  old. 

History. — About  February  ir,  first  felt  pain,  which  came 
on  in  distinct  attacks,  which  have  gradually  got  worse  and 
worse  until  it  has  become  constant,  though  not  so  intense. 
Noticed  a  discharge  about  the  same  time  as  the  pain  ;  this 
discharge  is  always  coloured,  and  sometimes  pure  blood. 
Has  never  had  a  flooding.  On  March  14,  patient  had  a 
very  bad  attack  of  pain  like  labour  pains;  this  continued 
all  night  and  part  of  the  following  day,  when  she  passed  a 
mass  almost  two  inches  long,  and  shaped  like  a  roll.  A  week 
later  she  passed  another  smaller  piece.  This  was  not  shown 
to  any  medical  man.  Patient  was  later  seen  by  Dr.  Smyth, 
who  recognised  a  tumour  in  Douglas'  pouch,  and  advised  her 
to  consult  me. 

Symptoms. — She  feels  pain  markedly  at  the  bottom  of 
the  abdomen  continuously,  sometimes  worse  than  others. 
There  is  a  well  marked  tumour  to  be  felt  in  the  lower  part 
of  the  abdomen,  slightly  movable.  Per  vaginam,  the  cervix 
is  found  to  be  somewhat  low  down,  and  a  large  mass  about 
the  size  of  a  cocoanut  is  felt  in  Douglas'  pouch  intimately 
connected  with  the  uterus.  Sound  passed  anteriorly  three 
and  a-half  inches,  and  the  tumour  which  is  felt  in  the 
abdomen  is  apparently  the  fundus  uteri.  Bimanually  the 
whole  moves  together,  but  not  very  freely. 

The  tumour  in  Douglas'  pouch  is  elastic  and  tense  ;  no  fluc- 
tuation perceptible.  Operation  recommended.  On  Tuesday, 
May  7,  the  patient  being  anaesthetised  and  placed  in  Trende- 
lenburg's position,  I  opened  the  abdomen  and  explored  the 
growth,  which  was  found  to  be  firmly  adherent  to  the  uterus 
in  front  and  the  rectum  behind.  It  was  difficult  to  decide 
what  the  nature  of  the  growth  was.  The  right  tube  was 
much  dilated. 

In  endeavouring  to  break  down  the  adhesion,  my  fingers 
broke  through  what  proved  to  be  a  cyst  wall,  and  a  quantity 
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of  black  old  clot  escaped.  I  then  ligatured  and  divided  the 
right  ovarian  artery  outside  the  ovary,  and  found  the  Fallopian 
tube  strongly  adherent  to  the  mass  below,  I  detached  this 
and  removed  the  ovary  and  tube.  I  was  now  enabled  to  get 
my  hand  down  behind  the  uterus  and  below  the  mass,  and 
with  great  care  peeled  this  from  its  posterior  attachments. 
It  then  became  apparent  that  the  mass  consisted  of  the  left 
ovary  and  tube  which  had  been  fixed  down,  below  and  behind 
the  uterus.  I  separated  the  adhesions  to  the  uterus  and 
passed  a  double  ligature  through  the  pedicle  close  to  the 
uterus  and  cut  the  whole  away. 

Douglas's  pouch  was  now  found  to  be  filled  with  a  quantity 
of  almost  black  blood  clot  which  had  escaped  from  the  cyst 
cavity  ;  this  was  carefully  sponged  away,  and  all  bleeding 
stopped.  A  long  glass  drainage  tube  was  passed  into 
Douglas's  pouch  and  the  abdominal  wound  closed. 

The  patient  bore  the  operation  remarkably  well,  and  is 
making  an  even  progress.     Temperature  and  pulse  normal. 

Mr.  Plimmer  reports  as  follows  : — "  Ovary  and  portion  of 
broad  ligament  removed  May  7.  The  broad  ligament  con- 
tained a  cyst,  which  ruptured  during  operation,  which  was  full 
of  blood-clot.  The  ovary,  also,  was  converted  into  a  cyst  full 
of  blood-clot,  all  but  the  strongest  fibrous  parts  of  it  being 
destro}'ed.  There  was  no  new  growth  of  any  kind.  There 
was  a  ha;mato-salpinx  on  the  other  side,  so  this  had  pro- 
bably begun  as  one,  and  then  ruptured  into  the  broad 
ligament  and  ovary." 

Dr.  PURCELL  observed  that  the  first  operation  referred 
to  was  performed  on  a  new  table  at  the  Cancer  Hospital, 
whereby  Trendelenburg's  position  could  be  easil}'  adopted. 
By  this  means  the  intestines  fell  back  upon  the  diaphragm, 
and  an  excellent  view  of  the  pelvis  was  obtained.  An  instru- 
ment with  a  swivel  was  passed  up  through  the  vagina,  and 
after  the  removal  of  the  tumour,  the  sutures,  which  were 
passed  through  the  peritoneal  flaps,  were  passed  into  the 
swivel,  and  so  drawn  down  through  the  vagina,  and  made 
taut,  no  tying  of  them  being  necessary.     In  this  way  a  kind 
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of  cicatrix  or  transverse  groove  was  formed,  passing  across 
the  vault  of  the  vagina,  and  easily  seen  from  the  pelvic 
side.  This  was  a  new  departure  in  the  total  removal  of  the 
uterus,  and  all  the  five  cases  so  treated  had  done  well. 

The  second  case  was  one  of  ha^mato-salpinx.  The  cyst 
must  have  ruptured  many  days  before  operation,  for  the 
pelvis  was  found  full  of  old  blood-clot.  The  removal  of  this 
old  blood-clot  during  the  toilette  of  the  peritoneum  was  a 
difficult  matter,  but  was  eventually  successfully  achieved. 

The  President  nominated,  as  a  Committee  to  examine 
and  report  upon  the  second  specimen,  Mr.  Jessett,  Drs.  Leith 
Napier  and  Giles. 


Migrating  Ovarian  Dermoid  and  Hydro-salpinx. 
By  Heywood  Smith,  M.D. 

The  patient,  aged  51,  had  been  married  twice,  and  had 
borne  three  children  ;  the  youngest  v/as  14  years  old.  The 
catamenia  were  regular  between  the  ages  of  14  and  48.  In 
April,  1894,  after  unusual  exertion,  she  was  seized  with  pain 
in  the  right  inguinal  region.  When  examined  shortly  after, 
the  uterus  was  found  retroflexed  ;  the  right  ovary  was 
enlarged  to  the  size  of  a  Tangerine  orange.  She  was  seen 
again  in  February,  1895,  when  the  right  ovary  was  found  to 
have  increased  in  size.  She  then  gave  a  history  of  ovaritis 
twenty-two  years  before.  The  uterus  was  held  retroflexed 
rather  stiffly,  so  that  when  replaced  it  at  once  returned  to 
the  backward  position.  On  February  9,  the  patient  was  seen 
in  consultation  with  Dr.  Cullingworth,  who  confirmed  the 
diagnosis  and  advised  operation.  This  was  performed  on 
February  27,  with  the  assistance  of  Mrs.  Scharlieb,  Dr. 
Dudley  Buxton  giving  the  anaesthetic.  The  tumour  was 
found  to  be  adherent  to  the  omentum,  and  when  shelled  out, 
there  was  no  pedicle.  The  tube  of  the  same  side  was  in  a 
condition  of  hydro-salpinx.  On  tracing  the  tube,  it  was  found 
to  belong,  as  did  also  the  tumour,  to  the  left  side  :  the  tube 
passed  in  front  of  the  uterus,  and  was  no  doubt  the   cause 
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of  the  persistent  retroflexion.  The  tube  and  ovary  belonginj^ 
to  the  right  side  were  found  deep  down  in  the  pelvis,  the 
ovary  being  much  atrophied. 

The  wound  was  sutured  in  three  la}'ers.  No  drainage 
was  used.  The  tumour  was  found  to  be  a  dermoid,  contain- 
ing hair,  bone  and  cholesterin. 

The  patient  went  out,  well,  five  weeks  after  operation. 

Sarcoma  of  Uterus,  Vaginal  Hysterectomy. 
By  Hey\yooi)  Smith,  M.D. 

The  patient,  aged  48,  married,  had  had  six  children  and 
four  miscarriages.  The  catamenia  were  regular.  She  was 
sent  to  Dr.  Heywood  Smith  by  Dr.  Fearnley,  and  was 
admitted  to  Warrington  Lodge  on  April  25.  She  com- 
plained of  pain  which  had  persisted  on  and  off  for  two  years. 
After  the  last  menstrual  period  she  had  a  coloured  discharge. 
She  had  been  losing  flesh.  When  seen  on  April  23,  the 
uterus  was  found  to  bleed  readily  at  the  slightest  touch  ; 
the  sound  passed  three  inches.  On  the  29th  a  fragment 
was  removed  from  the  inside  of  the  uterus,  and  sent  to  the 
West-end  Pathological  Laboratory.  The  following  report 
was  made  on  the  specimen  : — "  This  fragment,  which  was 
barely  over  one-eighth  of  an  inch  in  length,  and  under  one- 
eighth  in  diameter,  is  apparently  a  sarcomatous  nodule. 
In  some  places  the  cells  are  spindle-shaped  with  a  single 
oval  nucleus  with  occasional  fine  processes  ;  in  others  it 
inclines  to  the  round-cell  type,  the  cells  being  a  little  larger 
than  leucocytes.  (Signed)  Walter  D.  Severn."  On  May  6 
the  operation  was  performed  ;  Dr.  Dudley  Buxton  adminis- 
tered the  anaesthetic  and  Mrs.  Scharlieb  assisted;  Dr. 
Fearnley  was  also  present.  The  bladder  gave  some  trouble 
as  it  was  close  down  to  the  cervi.x.  For  the  broad  ligaments 
Braithwaite's  clamp  forceps  were  used,  as  ligature  was  not 
possible,  owing  to  the  smallncss  of  the  vagina.  The  opera- 
tion was  much  shortened  by  the  use  of  the  clamps.  The 
vagina  was  packed  with  iodoform  gauze  after  the  peritoneal 
flaps  had  been  treated  in  the  way  suggested  by  Mr.  Jessett. 
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The  clamps  had  been  removed  that  morning,  and  the  patient 
bade  fair  to  make  a  satisfactory  convalescence. 

Dr.  PuRCELL,  referring  to  Dr.  Heyvvood  Smith's  second 
case,  said  that  it  was  often  very  hard  to  say  at  the  time  of 
operation  whether  the  disease  extended  far  enough  up  the 
neck  of  the  womb  to  warrant  total  extirpation.  In  the 
specimen  shown,  the  whole  disease  might  probably  have  been 
removed  by  supra-vaginal  amputation  of  the  cervix.  But  in 
this  operation  it  was  necessary  to  open  the  peritoneum  both 
back  and  front.  In  a  recent  case  under  his  care,  the  cervix 
was  studded  with  cysts  resembling  malignant  disease ;  he 
did  a  supra-vaginal  amputation  and  opened  the  peritoneum. 
During  the  night  there  was  secondary  haemorrhage,  which 
caused  a  little  trouble.  He  would  suggest  whether  the  uterus 
should  not  be  dilated,  and  a  careful  examination  of  the  in- 
terior made,  before  proceeding  to  removal  of  the  whole  organ. 

Mr.  jESSETTsaid  that  the  important  point  in  Dr.  Heywood 
Smith's  second  case  was  the  early  diagnosis.  Man)-  women 
suffering  from  haemorrhage  at  the  time  of  the  menopause 
were  allowed  to  go  too  far  before  they  were  examined. 
Sarcoma  of  the  os  uteri  was  a  very  rare  condition,  much  rarer 
than  sarcoma  of  the  fundus.  The  latter  formed  about  one- 
third  of  cases  of  malignant  disease  of  the  fundus.  He 
thought  that  when  there  was  any  doubt  as  to  the  extent  of 
the  disease,  it  was  far  better  to  remove  the  whole  uterus,  for 
this  operation  was  not  much  more  dangerous  than  amputa- 
tion. One  of  the  sources  of  danger  of  the  latter  was  haemor- 
rhage, which  he  had  known  to  give  much  anxiety.  He  did 
not,  however,  agree  with  his  colleague,  Dr.  Purcell,  that  it  was 
necessary  to  open  the  peritoneum  in  all  cases.  As  regards 
method  of  operation  in  total  extirpation,  he  had  always  used 
the  ligature  and  had  found  it  to  answer  well.  The  clamp  was 
more  likely  to  be  followed  by  septic  mischief.  He  agreed 
with  Dr.  Purcell  as  to  the  value  of  dilatation  for  diagnostic 
purposes,  when  there  was  any  doubt,  but  he  did  not  think  it 
was  much  good  when  the  cervix  was  affected. 

Dr.  Hevwood  Smith,  in  reply,  said  that  he  had  not 
dilated  the  cervix  before  operation  because  he  had  the  patho- 
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logical  report.  He  also  generally  used  the  ligature ;  but  in 
this  case  the  uterus  was  very  difficult  to  get  at,  and  the  clamp 
allowed  of  the  much  easier  and  more  rapid  performance  of 
the  operation.  He  would  suggest  that  the  second  case  be 
submitted  to  a  pathological  committee  for  report. 

The  President  nominated  as  a  committee  to  report  on 
the  specimen,  Dr.  Heywood  Smith,  Dr.  Leith  Napier,  and  Dr. 
Giles. 

Stem    Pessaries. 

Dr.  Macnaughton  Jones  showed  for  Dr.  Duke  some 
intra-uterine  stems.  He  said  he  had  no  personal  experience 
of  them,  but  Dr.  Dulce  stated  that  they  were  very  useful  for 
stenosis,  that  they  were  clean,  and  that  they  allowed  the 
discharges  from  the  uterus  a  free  passage.  Dr.  Alacnaughton 
Jones  also  showed  a  stem  of  his  own,  made  of  celluloid.  It 
was  clean,  and  could  be  easily  removed  by  attaching  a  string, 
the  patient  herself  could  remove  it  if  it  caused  any  incon- 
venience. It  could  also  be  easily  moulded,  if  placed  in  hot 
water.  For  his  own  part  he  never  used  the  intra-uterine 
stem  except  after  division  of  the  cervix  for  stenosis,  dys- 
menorrhoea  and  sterility.  He  thought  that  much  of  the  harm 
caused  by  stems  was  due  to  their  being  too  long  and  pressing 
on  the  fundus.  He  had  lately  removed  one  over  three  inches 
long  from  a  patient;  it  had  been  introduced  on  the  continent, 
and  worn  for  a  year. 

Dr.  Heywood  Smith  agreed  with  Dr.  Macnaughton 
Jones'  remarks  about  the  length  of  stems.  At  the  same  time 
it  was  not  good  to  have  them  too  short,  for  then  the)'  were 
too  easil)-  extruded  when  introduced  for  anteilexion. 

Pregnancy  Complicated  by  Suppuration  within  the 
Pelvis:  with  Cases.  By  H.  Michie,  M.B.,  CM., 
Surgeon  to  the  Samaritan  Hospital,  Nottingham. 

Through  the  kindness  of  our  President,  I  have  been 
induced   to   lay  before   you,   I   am   afraid   in   somewhat    dis- 
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jointed  form,  comments  on  "Pregnancy  complicated  by 
Suppuration  within  the  Pelvis,"  and  to  read  to  you  notes  of 
several  cases  that  have  come  under  my  own  notice  bearing 
on  the  subject.  This  class  of  diseases,  I  cannot  help  think- 
ing, has  a  more  important  connection  than  is  usually 
supposed  with  that  never-ending  subject  of  discussion,  puer- 
peral fever.  This  idea  was  first  suggested  to  my  mind  by 
some  observations  made  before  this  Society  some  five  years 
ago  by  Dr.  Grigg  on  the  "  Influence  of  Pre-existing  Inflam- 
matory Disease  on  the  Puerperium."  You  will  find  his 
remarks  in  the  British  Gyn.'ECOLogical  Journal  for 
February,  1891.  And  I  think  I  shall  be  able  to  show  to  you 
that  puerperal  peritonitis  sometimes,  at  least,  has  its  origin 
in  pre-existing  disease  of  an  inflammatory  nature  situated 
within  the  abdomen,  and  may  be  entirely  independent  of 
the  introduction  of  septic  material  during  labour  or  the  lying- 
in  period.  For  my  own  part  I  am  inclined  to  think  that  it 
is,  perhaps,  now  time  to  drop  the  term  "  Puerperal  fever," 
and  to  use  a  more  definite  term  or  description  for  the  various 
conditions  that  give  rise  to  fever  in  child-bed,  just  as  the  term 
"  Surgical  fever "  has  been  to  a  large  extent  discarded. 
Believing,  as  I  do,  that  these  two  diseases,  are  produced  by 
very  similar,  if  not  identical,  causes.  But  lest  I  should  tread 
upon  dangerous  ground,  and  get  into  difficulties  from  which 
I  might  not  be  able  to  extricate  myself,  I  shall  now  go  on  to 
relate  the  various  cases  that  illustrate  my  contention. 

These  are  six  in  number,  and  divide  themselves  naturally 
into  three  groups.  The  first,  perforation  of  the  vermiform 
appendix  giving  rise  to  abscess  extending  into  the  pelvis  ; 
the  second,  suppurative  peritonitis,  in  all  probability  having 
origin  in  a  previously  existing  disease  of  the  uterine  appen- 
dages, and  operated  upon  after  delivery.  The  third,  suppura- 
tion of  the  appendages,  operated  upon  during  pregnancy,  i.e., 
before  delivery. 

Of  the  first  group  I  have  met  with  only  one  instance, 
which  occurred  in  a  married  woman  of  middle  age,  sent  to 
me  by  Dr.   Roberts,  of  Nottingham.     She  was  four  months 
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pregnant.  Ten  days  previous  to  my  seeing  her  she  had  a 
sudden  attack  of  severe  pain  and  tenderness  over  the  region 
of  the  caecum,  followed  later  by  swelling  and  moderate  fever. 
On  examination  I  found  that,  besides  the  swelling  over  the 
Cctcum,  there  was  fulness  in  the  right  posterior  quarter  of 
the  pelvis,  with  an  indistinct  feeling  of  fluctuation.  The 
temperature  was  ioi°,  the  pulse  lOO.  Altogether  the  patient 
looked  in  good  condition  for  operation,  and  the  next  day  I 
performed  abdominal  section,  removing  a  perforated  vermi- 
form appendix,  and  a  concretion  which  had  escaped  from 
the  perforation  and  was  lying  at  the  bottom  of  an  abscess 
cavit}^  deep  down  in  the  pelvis.  The  abscess  cavity  was 
drained  by  means  of  an  india  rubber  tube.  Her  recovery 
presented  nothing  noteworthy,  and  was  complete  in  three 
weeks'  time.  She  had  a  natural  labour  at  the  end  of  the 
ninth  month,  followed  by  an,  in  every  way,  easy  and  satis- 
factory convalescence.  Had  this  complication  arisen  at,  or 
near,  the  time  of  delivery  it  might  readily  have  been  over- 
looked, the  occurrence  of  peritonitis  attributed  to  the  intro- 
duction of  septic  material  from  without,  and  the  practitioner 
thereby  accused  of  neglect  in  the  use  of  proper  antiseptic 
precautions. 

Of  the  second  group,  where  suppurative  peritonitis  has 
been  set  up  shortly  before  or  during  delivery,  and  having  its 
origin  probably  in  pre-existing  disease  of  the  uterus  or  its 
appendages,  I  have  come  across  two  examples. 

The  first  was  that  of  a  multipara,  aged  32,  whom  I  was 
asked  to  see  as  a  case  of  puerperal  peritonitis  by  Dr.  Lamb, 
of  Arnold,  six  days  after  her  delivery  at  the  eighth  month. 
Five  days  before  labour  she  had  been  seized  with  acute 
abdominal  pain,  quickly  followed  by  tenderness  all  over  the 
abdomen,  the  temperature  being  moderately  raised  and  the 
pulse  accelerated.  With  rest  in  bed  these  symptoms  had  in 
great  measure  subsided,  till  the  time  of  her  delivery,  when 
they  had  again  been  greatly  aggravated,  and  for  twenty-four 
hours  she  had  been  extremely  ill,  but  had  then  begun  to  rally 
slowly  till  the  sixth  day,  when  she  became  rapidly  worse,  and 
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I  was  sent  for.  The  abdomen  was  greatly  distended,  tender, 
and  tympanitic,  except  in  the  flanks,  where  there  was  com- 
parative dulness.  In  Douglas's  pouch  there  was  fulness  with 
fluctuation.  There  was  vomiting  of  acrid  brownish  fluid. 
The  bowels  were  obstinately  constipated.  The  temperature 
102°,  and  pulse  128. 

No  time  was  lost,  and  on  the  same  day  I  opened  the 
abdomen,  giving  vent  to  two  or  three  pints  of  thin  offensive 
pus.  The  Fallopian  tubes,  containing  pus  which  could  be 
squeezed  out  at  the  fimbriated  extremity,  and  the  ovaries, 
which  were  soft,  almost  black  and  gangrenous-looking,  and 
studded  with  numerous  minute  abscesses,  were  removed  ;  the 
abdomen  was  flushed  with  plain  warm  water,  and  a  glass 
drainage-tube  inserted.  Next  day  the  temperature  fell  to 
100"  and  the  pulse  to  112.  On  the  fourth  day  an  indiarubber 
tube  was  substituted  for  the  glass  one.  Recovery  was  rather 
slow,  though  uneventful. 

Another  and  very  similar  example  came  under  my  notice 
two  months  later  at  Lenton.  A  primipara  in  the  sixth 
month  of  pregnancy  fell  off  a  chair,  the  accident  being 
followed  next  day  by  pain  and  tenderness  in  the  abdomen. 
She  was  confined  to  bed  till  she  miscarried,  on  the  sixth  da\-, 
when  Dr.  Heelis  attended.  He  found  the  abdomen  tym- 
panitic, and  so  tender  that  he  gave  chloroform  in  order  to 
complete  the  delivery.  The  patient  becoming  gradualh' 
worse,  I  was  sent  for  three  days  afterwards.  I  then  elicited 
the  information  that  she  had  suffered  from  a  profuse  yellow 
discharge  from  the  vagina  for  the  last  five  or  six  weeks. 
Except  that  she  was  extremely  feeble  and  emaciated,  with  a 
temperature  of  103°  and  pulse  136,  her  condition  was  in  all 
respects  very  similar  to  that  of  the  last  case,  and  the  treat- 
ment adopted  the  same,  pus  of  a  similar  nature  and  quantity 
being  evacuated ;  but  owing  partly  to  her  condition,  and 
partly  to  the  fact  that  the  appendages,  though  adherent  to 
the  neighbouring  structures,  did  not  appear  to  be  so  much 
diseased,  these  were  not  interfered  with.  Her  recovery  was 
in  every  way  satisfactory.  She  has  since  become  pregnant, 
and  expects  to  be  confined  two  months  hence. 
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Here  then,  gentlemen,  we  have  two  examples  of  puerperal 
peritonitis  having  actually  begun  before  delivery.  In  the 
first  instance  due  to  the  existence  of  a  pyosalpinx,  the  cause 
of  which,  as  so  often  happens,  could  not  be  definitely  ascer- 
tained ;  in  the  second  instance  also  due  to  pyosalpinx,  pro- 
duced by  the  spreading  of  a  gonorrhoea  througlv  the  uterus  to 
the  Fallopian  tube,  the  escape  into  the  peritoneal  cavity  being 
probably  brought  about  by  the  accident. 

Coming  now  to  the  third  group,  I  have  on  three  occasions 
operated  for  the  relief  of  suppuration  of  the  appendages 
during  pregnancy  ;  in  two  removing  a  pyosalpinx,  and  in 
one  a  suppurating  ovarian  cyst,  the  operation  in  this  last  case 
being  performed  during  the  progress  of  labour.  The  first  was 
that  of  a  young  woman,  whom  I  saw  amongst  my  out-patients. 
She  had  ceased  to  menstruate  four  months  before,  and  shgrtly 
afterward  began  to  suffer  from  pain  in  the  left  iliac  region, 
which  was  increased  by  exercise.  Defaecation  was  painful. 
On  making  an  examination  I  found  the  uterus  enlarged, 
retroverted,  and  fixed,  with  a  tender  swelling  situated  behind 
and  on  the  left  side,  most  easily  felt  from  the  rectum.  I 
diagnosed  retroverted  pregnant  uterus  complicated  by  either 
a  hydrosalpinx  or  a  pyosalpinx.  I  advised  an  operation,  and 
she  was  admitted  into  the  hospital.  Three  days  later  I 
removed  the  appendages  from  both  sides  ;  the  left  P"allopian 
tube  containing  pus,  the  right  inflamed  and  thickened,  but 
not  otherwise  diseased.  The  retroverted  uterus,  after  separa- 
tion of  the  adherent  appendages  on  the  left  side,  returned  to 
its  natural  position.  The  operation  was  quite  simple,  there 
was  no  soiling  of  the  peritoneum,  and  no  drainage  was  em- 
ployed. She  recovered  rapidly,  and  left  the  hospital  at  the 
end  of  fourteen  days.  Pregnancy  proceeded  to  term,  and  the 
labour  was  perfectly  natural. 

The  next  case,  a  multipara,  aged  40,  was  the  subject  of 
peritonitis  when  she  first  came  under  my  care.  This  poor 
woman  stated  that  she  was  between  four  and  five  months 
pregnant,  that  she  had  had  pain  and  uneasiness  in  the  pelvis 
during  the  whole  of  that  period,  due,  she  believed,  to  gonor- 
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rhoea  conveyed  to  her  by  the  husband,  whom  I  know  to  be 
one  of  the  most  degenerate  brutes  on  this  earth.  The  day 
before  her  visit  to  me  he  had,  while  in  drink,  kicked  and 
otherwise  ill-used  her.  I  found  on  examining  the  abdomen, 
that  it  was  moderately  distended,  somewhat  tympanitic,  and 
extremely  tender.  There  was  fulness  in  Douglas's  pouch, 
the  uterus  was  enlarged  to  the  size  of  a  four  or  five  months' 
pregnancy,  and  ballottement  was  very  distinct.  There  was  a 
profuse  yellow  discharge  from  the  vagina.  I  considered  that 
here  there  was  strong  evidence  of  the  existence  of  suppuration 
within  the  pelvis  ;  w^hether  a  suppurating  ovarian  cyst  or  a 
pyosalpinx  I  was  unable  to  determine,  but  was  inclined  to 
believe  from  the  general  history  that  it  was  the  latter.  Owing 
to  the  urgency  of  the  case,  I,  after  explaining  the  serious 
nature  of  the  disease,  advised  immediate  operation  as  offering, 
in  my  opinion,  the  only  chance  of  recovery.  She,  however, 
did  not  consent  till  four  days  later,  when  the  operation  was 
performed  under  greatly  altered  circumstances,  the  pulse 
having  in  the  meantime  risen  from  98  to  128,  and  the  other 
symptoms  also  having  correspondingly  increased  in  intensit)-. 

The  pelvis  contained  about  half-a-pint  of  sero-purulent 
fluid,  the  appendages  on  both  sides  were  the  subject  of  pyosal- 
pinx, and  were  accordingly  removed.  After  flushing  with 
warm  water  I  tried  to  secure  drainage  by  means  of  an  india- 
rubber  tube,  as  owing  to  the  pregnancy  a  glass  tube  could  not 
be  inserted  and  retained  in  good  position.  For  two  da\-s  she 
seemed  to  be  doing  well,  but  on  the  third  day  miscarriage 
occurred,  and  soon  afterwards  all  the  signs  of  acute  septic 
peritonitis  became  too  evident,  and  she  died  on  the  sixth  day. 

In  this  case  it  is  to  be  regretted  that  the  reluctance  of  the 
patient  to  submit  to  operation  allowed  the  earlier  and  there- 
fore more  favourable,  opportunity  to  pass.  Even  as  it  was, 
had  I  been  able  to  devise  some  means  of  securing  better 
drainage  by  a  glass  tube  it  seems  to  me  possible  that  she 
might  have  recovered  ;  for  notwithstanding  assertions  to  the 
contary,  the  india-rubber  tube  is,  in  my  opinion,  a  most 
imperfect  method  of  draining  Douglas's  pouch.     But  after  all, 
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gentlemen,  one  is  naturally  very  ready  to  find  excuses  for 
one's  failures  and  shortcomings. 

The  last  case  that  I  shall  trouble  you  with  is  also,  perhaps, 
the  most  interesting. 

On  October  5,  three  years  ago,  a  young  married  woman 
was  sent  to  me  by  Dr.  Mackenzie,  of  Nottingham.  She  was 
22  years  of  age,  and  the  mother  of  two  children,  the  youngest 
being  born  two  and  a-half  years  before.  She  had  ceased  to 
menstruate  in  the  first  week  of  May,  shortly  after  which 
morning  sickness  came  on,  the  breasts  enlarged,  and  the 
abdomen  increased  in  size.  From  the  first  week  of  August, 
being  then  three  months'  pregnant,  she  had  had,  at  irregular 
intervals,  labour  pains  with  discharge  of  blood  from  the 
vagina. 

On  examination  the  abdomen  appeared  to  contain  •  two 
tumours.  The  one  on  the  right  side  was  fixed,  smooth  in 
outline,  extended  to  the  level  of  umbilicus,  and  almost  filled 
the  pelvis.  In  the  pelvic  portion  fluctuation  could  be  felt. 
The  other,  on  the  left  side,  was  movable,  uniform,  smooth  in 
outline,  and  extended  to  u-ithin  two  fingers'  breadth  of  the 
costal  cartilages.  At  short  intervals  it  became  hard  and 
prominent.  Between  the  pelvic  portion  of  the  tumour  on  the 
right  side  and  the  pelvic  wall  there  was  barely  sufficient  room 
to  admit  the  examining  finger,  which  could  feel  close  behind 
the  pubis  the  os  uteri  dilated  to  the  size  of  a  florin,  and  a  fcetal 
head  presenting,  the  membranes  being  unruptured.  Preg- 
nancy complicated  by  an  ovarian  tumour  was  diagnosed. 
The  next  day,  being  away  from  home,  I  did  not  see  the 
patient,  but  the  nurse  reported  that  labour  pains  had  become 
strong,  and  blood  clots  had  been  passed,  that  several  rigors 
had  occurred,  and  much  sickness,  the  vomiting  consisting  of 
the  ordinary  contents  of  the  stomach.  The  pulse  had  risen 
to  136,  and  the  temperature  to  I03"6°. 

When  I  saw  her  on  the  day  following  she  was  still  in 
strong  labour,  the  pulse  had  risen  to  156.  The  temperature 
was  103°.  The  abdomen  was  greatly  distended  ;  there  was 
constant  vomiting  of  brown  sour-smelling  and  irritating  fluid 
material ;  and  her  condition  was  extremely  critical. 
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Under  the  circumstances  it  was  evident  that  deHvery  by 
the  natural  means  was  impossible,  and  accordingly  I  decided 
to  remove  the  obstruction  by  performing  ovariotomy,  and  so 
allow  the  labour  to  proceed.  The  abdomen  was  opened  in 
the  middle  line,  and  a  right-sided,  universally  adherent, 
ovarian  c\'st  containing  foetid  pus  was  removed.  On  account 
of  the  pregnant  uterus  no  drainage  was  employed.  The 
operation  occupied  fifteen  minutes,  and  labour  was  completed 
four  hours  after. 

In  the  evening  distension  increased,  and  persistent  vomit- 
ing of  black  irritating  fluid  continued.  A  long  glass  drainage 
tube,  reaching  to  the  bottom  of  Douglas's  pouch,  was  inserted, 
through  which,  however,  there  was  very  little  discharge. 
Next  day  distension  had  still  further  increased,  and  the 
vomiting  was  incessant.  Turpentine  enemata  were  adminis- 
tered without  effect.  The  stomach  was  washed  out,  after 
which  the  patient  was  much  easier,  and  was  free  from 
sickness  for  the  next  twenty-four  hours.  On  the  9th,  two 
days  after  operation,  there  was  a  slight  return  of  sickness, 
but  the  vomited  matter  was  paler  and  less  irritant.  A 
turpentine  enema  acted  well,  and  much  flatus  was  passed. 
The  pulse  fell  to  118,  and  the  temperature  to  99■2^  For 
the  next  three  days  improvement  continued,  and  as  there 
was  little  discharge  by  the  drainage  tube  it  was  removed. 
On  the  13th  (six  days  after  operation)  distension  came  on 
again,  the  pulse  rose  to  180,  and  the  temperature  to  103'. 
Next  day  the  drainage  tube  was  re-inserted,  through  which 
a  considerable  quantity  of  sero-purulent  fluid  passed.  The 
day  following  she  was  much  better.  Two  days  later  the 
drainage-tube  was  finally  removed,  and  recovery  was  not 
further  interrupted.  On  November  9th  (thirty-three  days 
after  the  operation)  she  was  discharged,  well. 

In  March  of  last  year  this  patient  returned  to  me,  com- 
plaining of  discomfort  in  the  pelvis,  and  pain  in  the  left 
iliac  region.  She  suffered  from  dispareunia  and  pain  on 
defaecation.  Menstruation  was  normal.  Behind  and  to  the 
left   of    a    retroverted    uterus    there  was    a   tender    movable 
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swelling.  This  I  afterwards  removed  by  abdominal  section, 
and  found  it  to  be  the  left  ovary,  cystic  and  enlarged  to 
about  three  times  its  normal  size.  She  made  an  uneventful 
recover}-,  and  left  for  home  fourteen  days  after  the  operation. 
It  is  worthy  of  note  that  by  the  time  of  the  second  operation 
no  trace  of  peritoneal  adhesion  was  to  be  seen;  thus  showing 
how  easily  these,  when  recent  at  all  events,  entirely  disappear. 

With  regard  to  this  case  the  alternative  of  tapping  or 
aspirating  the  cyst  of  course  presented  itself  at  the  time  of 
the  first  operation,  but  bearing  in  mind  the  fact  that  it  was 
in  all  probability  suppurating  and  adherent,  and  the  chances 
of  its  being  multilocular,  as  it  actually  proved  to  be,  it 
appeared  to  me  that  the  removal  of  the  cyst  gave  the  best 
chances  of  a  favourable  result ;  for  supposing  that  the  obstruc- 
tion to  labour  had  been  removed  by  tapping  or  aspirating 
the  cyst,  we  should  still  have  had  a  suppurating  and  septic 
sac  left  within  the  abdomen,  not  to  mention  the  risks  of 
escape  of  purulent  materia!  into  the  peritoneal  cavity,  either 
during  that  operation,  or  during  the  passage  of  the  fcetus 
afterwards  through  the  pelvis. 

While,  therefore,  admitting,  and  believing,  as  I  most 
certainly  do,  that  in  the  immense  majority  of  instances 
puerperal  peritonitis  arises  from  septic  material  introduced 
during  or  soon  after  delivery,  and  that,  therefore,  it  is  our 
duty  to  adopt  the  strictest  aseptic  or  antiseptic  precautions, 
these  cases  show  that  occasionally  at  all  events  it  may 
originate  in  pre-existing  conditions  of  an  inflammatory 
nature,  and  be  altogether  independent  of  infection  from 
without. 

The  President  said  he  greatly  valued  Dr.  ]\Iichie's  paper. 
He  had  met  with  some  such  cases,  in  which  he  had  not  been 
allowed  to  clear  up  the  diagnosis  by  a  post-mortem  examina- 
tion. It  was  said  that  it  must  always  be  the  doctor  or 
the  nurse  who  had  caused  infection,  this  was,  however,  in 
some  cases  unfair.  He  saw  a  case  once  in  the  out-patient 
department  of  St.  Bartholomew's  Hospital,  just  like  the  first 
case  in  the  paper.     The  patient  was  suffering  from  fever,  pain 
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and  vomiting-;  he  diagnosed  peritonitis.  In  twenty-four  hours 
labour  came  on  and  the  patient  died.  The  post-mortem 
examination  showed  that  there  was  a  ruptured  vermiform 
appendix.  In  another  case  a  lady  was  taken  ill  during 
pregnancy,  with  pelvic  pain.  Within  twelve  hours  of 
delivery,  peritonitis  set  in  and  she  died.  Mr.  Bloxam,  who 
saw  the  patient  during  her  illness,  wanted  to  open  the 
abdomen,  but  was  not  allowed  to  do  so.  Probably  the  cause 
of  the  fatal  result  was  a  pyo-salpinx,  which  had  developed 
early  in  her  pregnancy  and  ruptured  during  labour.  They 
must  all  feel  grateful  to  Dr.  Michie  for  recording  these 
cases,  which  would  help  to  clear  the  stigma  from  men  who 
were  in  some  cases  unfairly  accused  of  having  conveyed 
infection  to  their  patients. 

Dr.  Leith  Napier  expressed  his  thanks  to  Dr.  Michie 
for  his  paper  which  was  presented  in  a  modest  and  even  reti- 
cent way,  and  which  was  so  good  that  so  far  from  requiring 
an  apology,  its  only  drawback  was  its  brevity  ;  many  points 
such  as  diagnosis  might  have  been  dwelt  on  more  fully,  with 
no  fear  of  trying  the  patience  of  the  meeting.  The  question 
of  septicaemia  as  the  sole  cause  of  puerperal  febrile  conditions 
had  been  much  exaggerated,  oscillating  between  the  Scylla 
of  manual  infection,  and  the  Charybdis  of  defective  drainage. 
Herman,  in  a  recent  paper,  seemed  to  assume  that  only  sepsis, 
and  only  in  very  rare  cases  antecedent  sepsis,  was  of  moment ; 
yet  Dr.  Michie  had  met  with  six  cases  of  autogenetic  infection 
within  a  limited  time  and  radius.  The  subject  was  a  practical 
one,  apart  from  any  question  of  theory,  for  if  a  woman  was 
taken  ill  after  confinement  and  died,  the  doctor,  however 
blameless,  was  likely  to  suffer  much  in  reputation  owing  to 
censure  on  the  part  of  neighbours,  and  unfortunately,  of  other 
doctors  also.  So  from  the  working  out  of  cases  of  this  kind 
much  benefit  was  likely  to  come. 

Dr.  ROUTII  thought  the  important  point  of  this  paper  was 
that  concerning  the  examination  of  cases  before  labour.  But 
the  difficult  question  was,  how  was  this  to  be  done?  In 
hospitals  the  cases  were  not  examined  before  admission,  and 
in  fact  they  generally  did  not  come  in  till  labour  had  com- 
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menced.  In  private  practice  it  was  even  more  difficult,  but 
to  be  sure  it  should  be  a  sine  qua  non  that  no  man  should 
attend  a  patient  in  labour  unless  he  had  examined  her  pre- 
viously, which  was  impossible.  But  they  must  not  assume 
that  all  or  even  many  cases  were  of  this  kind,  />.,  due  to 
antecedent  infection  ;  as  a  rule  the  peritonitis  followed  the 
introduction  of  poison  at  the  time  of  labour.  He  felt  much 
indebted  to  Dr.  Michie  for  his  paper. 

Dr.  Kempster  said  he  had  seen  a  case  of  peritonitis  in 
which  a  charge  was  brought  against  the  nurse  that  by 
administering  castor  oil  on  the  third  day  she  had  killed  the 
patient  ;  a  post-mortem  examination  showed  the  presence  of 
strangulation  (?).     The  nurse  was,  however,  censured. 

Dr.  Michie  in  reply,  said  that  in  his  cases  diagnosis  was 
facilitated  by  the  fact  that  he  was  consulted,  not  for  the 
pregnancy,  but  for  the  disease,  i.e.,  there  was  disease  inde- 
pendent of  the  pregnancy.  The  history  was  often  of  value  ; 
thus  in  two  cases  there  had  been  evident  gonorrhoea.  The 
symptoms  also  were  characteristic — sickness,  pain,  and  disten- 
sion, besides  the  presence  of  fluid  in  the  pelvis.  Dr.  Routh 
said  they  should  examine  patients  beforehand  ;  but  if  a 
woman  was  in  good  health,  there  was  not  much  risk  in 
not  examining  her,  although  pyo-salpinx  might  remain 
latent  and  without  symptoms  sometimes  during  pregnancy. 
He  was  quite  of  the  opinion  that  the  majority  of  cases 
of  puerperal  fever  were  due  to  infection  during,  or  soon  after 
labour. 


Lawrie  on  Removal  of  Ovarian   Tumour.      1 7 1 


THE  BRITISH  GYNAECOLOGICAL    SOCIETY. 

Thursday,  JuiNe  13TH,  1895. 
CLEMENT  GODSON,  M.D.,  President  in  the  Chair. 

Present  :  39  Fellows  and  Visitors. 

The  following  gentlemen  were  elected  Fellows  of  the 
Society:— E.  C.  Holland,  M.B,  CM.,  Maida  Vale;  T.  A. 
Barrett-Plowman,  M.R.C.S.,  L.R.C.P.,  Clapham. 

The  following  gentlemen  were  nominated  for  the  Fellow- 
ship : — Wm.  Coode  Adams,  M.B.Lond.,  Hampstead  ;  Wm. 
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Specimens. 

Removal  of  Suppurating  Ovarian  Tumour,  with 
Purulent  Peritonitis  and  Adhesions.  By  J. 
Macpherson  Lawrie,  M.D. 

Miss  B.,  aged  25,  unmarried.  Confined  twelve  months 
before.  In  last  six  months  she  had  suffered  from  amenorrhcea 
and  gradual  enlargement  of  abdomen,  which  was  followed  b\- 
gradually  increasing  tenderness,  daily  sickness,  high  tempera- 
tures  and   other  signs   of   peritonitis.      On  examination   the 
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abdomen  was  found  greatly  distended  by  a  lobular  swelling, 
rather  to  left  side  and  completely  filling  the  cavity. 

Operation,  October  28. — On  opening  the  peritoneum  a 
large  quantity  of  fluid  escaped  and  exposed  the. tumour.  On 
tapping,  the  cyst  was  so  friable  that  a  large  tear  was  pro- 
duced, and  a  quantity  of  dark  thick  purulent  fluid  escaped 
into  the  peritoneal  cavity.  Adhesions  were  numerous  and 
extensive,  chiefly  omental  and  pelvic,  and  this  delayed  ex- 
traction. Before  the  pelvic  adhesions  could  be  separated, 
it  was  necessary  to  ligature  and  divide  the  pedicle  which 
was  twisted  on  its  axis.  After  ligaturing  and  dividing  the 
pelvic  adhesions  the  tumour  was  removed  and  found  in  parts 
to  be  sloughing.  The  abdominal  cavity  was  washed  out 
with  gallons  of  warm  water,  a  drainage  tube  inserted  and 
wound  closed.  Patient  was  put  to  bed  in  a  state  of  collapse 
after  an  operation  lasting  for  two  hours. 

The  solids  weighed  six  pounds  and  fluids  measured  eight 
quarts.  Life  was  sustained  for  three  days  by  rectal  injections  ; 
then  teaspoonfuls  of  milk  were  given,  and  the  drainage  tube 
removed.     Patient  got  quite  well  and  has  since  married. 

Total    Extirpation    of    Uterus    and    Ovaries    for 
Prolapse.    By  J.  Macpherson   Lawrie,  M.D. 

E.  S.,  30,  single,  was  confined  of  a  child  five  }'ears  ago 
and  attended  by  a  midwife  who  left  the  placenta,  which  was 
removed  some  time  later  b\-  a  medical  man  after  a  good  deal 
of  trouble.  After  a  slow  convalescence  she  recovered  and 
remained  well  for  twelve  months,  when  she  felt  something 
give  way  internally  after  lifting  a  heavy  weight.  Six  months 
later  this  condition  became  much  worse  after  a  severe  bilious 
attack,  and  was  followed  by  constant  haemorrhage  for  three 
months. 

On  examination,  the  uterus  was  found  prolapsed ;  an 
attempt  was  made  to  retain  it  in  its  proper  position  by 
pessaries  but  ineffectually,  and  it  was  decided  to  remove 
the  uterus. 


Lawrie  on  Fibroma  of  the   Uterus.  17; 


The  operation  was  performed  on  March  31,  and  consisted 
of  total  extirpation  of  the  uterus  and  ovaries,  by  the  vagina. 
Bleeding  free  but  gradually  controlled,  wound  and  Douglas's 
pouch  packed  with  iodoform  lint,  which  was  removed  on 
the  third  day.  Later  she  suffered  from  a  rectocele,  which 
was  treated  by  a  plastic  operation.     She  is  now  well. 

The  President  questioned  whether  it  was  a  good  pre- 
cedent to  remove  the  uterus  and  ovaries  in  a  woman  of  30. 

Dr.  ROUTH  said  it  was  a  hazardous  thing  to  take  away 
from  a  young  woman  of  30  her  chances  of  maternity.  He 
joined  issue  with  Dr.  Lawrie  on  two  points  :  firstly,  he 
thought  some  operation  much  less  radical  than  hybterectomy 
might  have  been  done,  to  retain  the  uterus  in  position  ;  either 
colporrhaphy  or  Alexander's  operation  might  meet  the  case  ; 
secondly,  he  objected  to  the  removal  of  the  ovaries  ;  what 
was  the  advantage  ?  By  leaving  these  organs  the  essential 
womanly  characters  were  maintained  unimpaired  ;  and  more- 
over, it  did  not  follow  that  menstruation  would  persist. 

Dr.  Lawrie  replied  that  he  had  always  understood  that 
a  woman  in  whom  the  ovaries  were  left,  after  hysterectomy 
was  liable  to  suffer  from  ovarian  neuralgia.  Had  the  patient 
been  over  50,  he  would  have  left  the  ovaries. 

Fibroma  of  the   Uterus,  Removed  by  Enucleaiton. 
By  J.  AL^CPHERSON  Lawrie,  M.D. 

Mrs.  A.,  aged  2y,  had  suffered  from  severe  flooding  for 
some  time  before  coming  under  observation.  She  had  been 
married  six  years,  two  children,  youngest  two  years.  The 
catamenia  had  always  been  regular  till  three  months  before, 
when  they  became  excessive.  On  examination  the  os  was 
found  dilated,  and  a  tumour  was  found  occupying  the  whole 
of  the  anterior  uterine  wall.  Under  ether  the  cervix  was 
very  freely  divided  posteriorly,  the  capsule  deeply  incised, 
and  after  some  trouble  the  tumour  enucleated.  Cavity  was 
stuffed  with  iodoform  gauze,  which  was  removed  on  the 
third  day.     She  made  a  good  recovery. 
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Two  Specimens  of  Uterus  removed  by  Hysterectomy 
IN  cases  of  Previous  Removal  of  Appendages 
By  Christopher  Martin,  F.R.C.S.,  Birmingham. 

Case  I.- — This  patient,  when  first  operated  on  two  years 
previously,  was  26  years  of  age,  and  was  suffering  from  double 
pyo-salpinx  and  acute  peritonitis.  After  the  operation,  at 
which  the  appendages  of  both  sides  were  apparently  completely 
removed,  the  patient  made  a  satisfactory  recovery,  but  she 
at  once  began  to  menstruate  irregular!)-  and  very  profusely, 
each  period  lasting  ten  to  fourteen  days.  Swabbing  out  the 
uterus  with  iodized  phenol,  curetting,  hydrastin,  ergot,  and 
other  remedies  were  employed  with  no  result.  The  dilatation 
and  exploration  of  the  uterus  revealed  nothing  but  a  little 
thickening  on  one  side.  After  some  hesitation,  Mr.  Martin 
took  her  in  to  the  hospital,  and  performed  vaginal  hysterec- 
tomy. The  uterus  was  fairly  normal,  but  on  the  left  side  a 
piece  of  the  ovary,  studded  with  small  cysts,  was  found 
adherent  to  it.  She  made  an  excellent  recovery,  and  had  had 
no  h.nemorrhage  since. 

Case  II. — This  patient,  two  years  ago,  had  double  ovario- 
tomy performed  for  cystic:  tumours  ;  at  the  operation  a  good 
many  adhesions  had  to  be  broken  down.  She  was  an 
unfavourable  subject,  as  she  suffered  from  tubercular  joints 
and  glands,  and  had  to  go  about  on  crutches.  After  the 
operation  she  menstruated  regularly,  each  period  lasting  five 
days,  and  not  very  profuse  ;  but  she  suffered  intensely  at 
these  times.  Mr.  Martin  dilated  the  cervix,  and  prescribed 
hot  douches  and  all  the  usual  remedies  for  dysmenorrhoea  with 
absolutely  no  relief.  He  therefore  decided  to  remove  the 
uterus.  Because  she  was  a  virgin  and  the  vagina  was  narrow, 
and  because  of  the  adhesions  found  at  the  first  operation,  he 
decided  to  operate  through  the  abdomen.  He  totally  extir- 
pated the  uterus,  including  the  cervix,  bringing  the  ligatures 
down  through  the  vagina.  She  had  made  a  good  recovery. 
On  examining  the  specimen  it  was  found  that  the  Fallopian 
tubes  had  not  been   entirclv  removed  at  the  first  operation. 
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both  stumps  being  distended  with  fluid.  There  was  a  small 
m\-oma  in  the  anterior  wall,  and  the  cavity  of  the  uterus  was 
dilated. 

Now  in  both  these  cases  menstruation  continued  after 
"removal  of  the  appendages."  In  the  first  case  this  might  be 
attributed  to  the  presence  of  a  piece  of  ovary  ;  in  the  second 
to  the  remains  of  the  tubes.  But  he  lield  that  the  two  cases 
balanced  each  other,  and  showed  that  the  persistence  of 
menstruation  was  due  neither  to  the  ovary  nor  to  the  tubes, 
but  was  to  be  explained  by  the  fact  that  in  each  case  the 
broad  ligament  was  not  sufficiently  removed,  and  consequently 
the  menstrual  nerve  was  left  intact  on  one  or  other  side. 

Hysterectomy  under  parallel  circumstances  had  now  been 
done  several  times.  The  case  of  haemorrhage  was  quite  cured. 
The  second  case  was  operated  on  only  a  month  ago,  and  so  it 
was  as  yet  too  soon  to  speak  of  results.  So  far,  at  any  rate, 
she  had  had  no  return  of  the  pain. 

Dr.  Fancourt  Barnes  asked  Mr.  Martin  whether,  in 
the  case  of  a  small  uterus  such  as  the  one  shown,  he  used  a 
Koeberle's  serre-noeud,  or  sewed  up  the  stump,  closing  the 
peritoneum  and  the  abdomen.  This  would  seem  to  him  a 
suitable  case  for  making  a  stump,  whilst  in  the  case  of  a 
large  fibroid  no  stump  might  be  found. 

Dr.  PURCELL  observed  that  the  method  adopted  by  Mr. 
Martin  was  practically  that  of  Mr.  Jessett,  viz.,  total  extirpa- 
tion. Had  Mr.  Martin  observed  what  had  become  of  the 
ligatures  of  the  first  operation  ? 

Dr.  Leith  Napier  called  attention  to  the  thickness  of 
the  uterine  wall  in  the  second  case,  and  asked  if  a  micro- 
scopical examination  had  been  made.  The  appearances 
were,  to  him,  suggestive  of  fibrosis  which  often  caused  a 
continuance  of  haemorrhage  even  after  the  ovaries  had  been 
completely  removed. 

Dr.  Hevwood  Smith  asked  whether,  in  the  case  of 
vaginal  hysterectomy,  the  clamp  or  the  ligature  had  been 
used. 

Mr.   BOWRE.MAN   Jessett  said  that  Mr.  Martin  had  not 
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stated  exactly  how  he  had  treated  the  flaps  of  peritoneum. 
If  the  flaps  were  inverted  into  the  vagina,  there  was  less  risk 
afterwards  of  absorption. 

Mr.  Taylor  (Birmingham)  said  that  these  cases  were  very 
good  examples  of  a  class  of  cases  in  which  hysterectomy  had 
a  place,  contrasting,  he  thought,  with  Dr.  Lawrie's  case,  in 
which  the  treatment  was  open  to  criticism.  When  the  appen- 
dages had  already  been  removed,  and  pain  or  haemorrhage 
continued,  hysterectomy  was  often  the  only  cure.  He  con- 
gratulated Mr.  Martin  on  the  way  he  had  dealt  with  these 
two  cases. 

Mr.  Martin,  in  replying,  showed  a  ligature,  quite  unaltered, 
which  he  had  found- on  one  of  the  Fallopian  tubes.  In  the 
second  operation  he  drew  up  the  uterus  with  a  volsellum, 
peeled  off  the  adherent  intestines,  ligatured  the  broad  liga- 
ments from  above  downwards,  opened  the  pouch  of  Douglas 
on  a  pair  of  long  forceps  in  the  vagina,  separated  the  bladder 
from  the  uterus,  and  then  by  cutting  the  vaginal  mucous 
membrane  at  the  sides,  the  uterus  was  set  free.  The  ligatures 
were  left  long,  and  pulled  down  into  the  vagina,  so  inverting 
the  peritoneum.  The  vagina  was  packed  with  iodoform 
gauze.  There  were  no  anterior  or  posterior  flaps,  because  the 
whole  uterus  was  removed.  No  microscopic  examination  had 
been  made  of  either  specimen,  but  in  the  second  case  there  was 
undoubtedly  a  myoma.  He  quite  agreed  with  Mr.  Taylor 
that  in  cases  of  very  profuse  or  very  painful  menstruation 
persisting  after  removal  of  the  appendages,  this  operation  was 
of  great  value  and  had  a  great  future  before  it.  He  believed 
they  were  indebted  to  Mr.  Lawson  Tait  for  introducing  it. 

Lmpacteu  Ovarian  Cvst  Simulating  Myoma  of  Uterus. 
By  E.  Tenison  Collins,  M.R.C.S. 

This  specimen  is  one  of  an  ordinary  small  unilocular 
ovarian  cyst,  and  as  such,  has  no  pathological  interest,  but 
I  have  brought  it  before  this  society  as  an  instance  of  the 
occasional  difficulty  of  correctly  diagnosing  these  small  tense 
cysts. 
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The  patient,  Mrs.  W.,  aged  41,  had  been  for  about  two  and 
a  half  years,  under  the  care  of  Dr.  Leigh,  of  Treharris, 
by  whom  I  was  asked  to  see  her.  He  had  always  looked 
upon  the  case  as  one  of  myoma. 

Her  history  was  as  follows: — Four  children,  the  last  six 
years  ago.  Her  menstrual  periods  had  been  always  regular 
and  normal  in  amount  until  June,  1892,  when  she  missed  two 
periods.  This  was  followed  by  metrorrhagia,  lasting  for  two 
weeks,  after  which  she  became  irregular,  with  frequent  and 
severe  losses.  I  saw  her  on  March  25,  1895,  and  she  had 
then  been  in  bed  for  three  months,  because  whenever  she 
got  out  of  bed  haemorrhage  came  on.  The  last  serious 
attack  was  six  weeks  previously,  since  which  she  had  had 
offensive  leucorrhcea.  She  had  no  pain  on  movement  of  the 
bowels,  but  frequent  and  painful  micturition,  an  hour  being 
about  the  average  time  she  could  retain  her  urine. 

On  physical  examination,  the  patient  was  very  stout  and 
ansemic;  above  the  pubes  was  felt  indistinctly  a  lump,  fixed 
and  immovable,  and  dull  on  percussion.  The  flanks  were 
resonant.  Per  vaginain,  the  anterior  lip  of  the  cervix  was 
hard,  and  the  os  patulous  ;  bimanually  in  front  of  the  uterus 
was  a  hard,  rounded,  globular  mass  apparently  immovable 
with  no  fluctuation.  The  sound  passed  three  and  a  half 
inches,  and  caused  haemorrhage;  somewhat  limited  mobility 
of  uterus  was  transmitted  to  tumour;  Douglas'  pouch  was  occu- 
pied by  a  movable  enlarged  ovary.  The  sound  in  bladder 
passed  to  left  of  the  mass,  which  was  felt  separate  from,  above 
and  to  the  right  of,  the  bladder. 

The  long  duration  of  the  case,  the  severe  menorrhagia, 
the  apparently  solid  character  and  immobility  of  the  tumour, 
the  increased  length  of  the  uterus,  and  the  compression 
symptoms  led  me  to  confirm  the  diagnosis  of  myoma,  and 
1  advised  removal  of  the  appendages  or  possibly  hysterectomy. 
On  two  occasions  fixed  lor  her  to  come  to  Cardiff,  haemor- 
rhage supervened,  but  she  finally  came  into  the  Cardiff 
Private  Patients'  Hospital  on  May  i,  and  I  operated  on 
May  6. 
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The  abdominal  wall  was  very  thick  and  fat,  and  the 
omentum  also  was  loaded  with  fat.  On  feeling  the  tumour 
the  same  solid  sensation  without  fluctuation  or  mobility  was 
felt,  but  on  following  out  the  right  tube  it  ended  on  the 
tumour,  which  on  inspection  presented  the  unmistakable 
appearance  of  an  ovarian  cyst.  After  tapping  it  came  up 
easily  with  a  long  thin  pedicle  and  was  removed.  The  left 
appendages  were  prolapsed,  and  the  ovary  contained  a  small 
clear  cyst  the  size  of  a  large  walnut  and  several  smaller  ones. 
This  was  also  removed.  The  subsequent  history  was  one  of 
uninterrupted  recovery,  her  highest  temperature  being  ioo°  F., 
and  pulse  io8  on  the  fourth  da)-,  which  fell  after  the  admini- 
stration of  a  good  purge.     She  left  the  hospital  on  June  i. 

The  case,  instead  of  being  myoma,  was  one  of  a  small, 
tense,  impacted  ovarian  cystoma,  and  well  illustrates  the 
remark  of  Bland  Sutton  that,  "  in  spite  of  the  most  careful 
examination  it  is  sometimes  impossible  to  decide  between  an 
ovarian  tumour  and  a  uterine  myoma  "  except  by  abdominal 
section. 


On  Some  Difficulties  in  the  Use  of  the   Curette. 
By  Fancourt  Barnes,  M.D.,  F.R.S.E. 

Consulting  Physician  to  the  British  Lying-in  Hospital. 

Mr.  President  and  Gentlemen, — As  the  Science  of 
G\-nrecologv  has  advanced,  so  has  the  use  of  some  gynaecolo- 
gical instruments  become  more  extended.  Of  these,  perhaps, 
the  curette  is  rapidly  becoming  one  of  those  instruments  more 
and  more  frequently  used.  This  being  the  case,  it  seemed  to 
me  that  some  discussion  on  the  various  methods  used  for 
curetting  the  uterus  would  be  of  value. 

It  should  be  borne  in  mind  that,  curetting  being  a  severe 
operation,  and  attended  by  certain  grave  risks,  is  not  to  be' 
undertaken  lightly  in  any  case.  The  several  steps  in  the 
operation   may  appear  simple,  but  from  time  to  time  compli- 
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cations  arise,  during  or  after  the  operation,  which  call  for  all 
the  resources  of  skill  and  experience. 

If  the  operation  of  curetting  the  uterus  is  to  be  efficiently 
and  safely  performed,  it  is  essential  that  the  cervix  be 
sufficiently  dilated  to  admit  the  entrance  of  the  index  finger 
of  the  operator  into  the  cavity  of  the  uterus.  Except,  there- 
fore, in  edir\y  post-parttim  cases,  where  the  cervix  has  not  yet 
contracted,  preliminary  dilatation  is  necessary. 

There  are  two  methods  of  dilating  the  cervix,  the  rapid 
and  the  gradual.  Rapid  dilatation  is  effected  by  the  succes- 
sive introduction  of  Hegar's  graduated  dilators  until  the 
cervix  will  admit  the  passage  of  a  finger.  This  is,  of  course, 
done  under  an  anaesthetic.  The  most  convenient  position  is 
the  perineal,  the  patient  being  on  her  back  with  the  knees 
drawn  up  and  held  by  assistants.  The  cervix  is  then  seized 
with  a  volsella  to  steady  it,  while  the  graduated  sizes  of 
dilators  are  passed  in  succession  along  the  cervical  canal  into 
the  uterine  cavity.  At  the  best  this  is  a  somewhat  rough 
manoeuvre,  and  with  the  most  delicate  handling  involves 
more  or  less  laceration  of  the  os  and  cervical  canal. 

The  extent  of  genuine  dilatation  which  can  be  accom- 
phshed  in  this  way  is  always  limited,  even  in  the  most 
favourable  cases,  that  is,  in  those  where  the  tissues  are  elastic. 
When  the  uterine  tissue  is  more  fibrous  and  inelastic  than 
usual  the  proceeding  resolves  itself  into  a  simple  forcing  and 
tearing  apart  of  the  cervical  tissues.  In  any  case  there  must  be 
bruising.  This,  of  course,  may  give  rise  to  unnecessary  haemor- 
rhage, as  well  as  subsequent  perimetric  inflammation.  Lastl\-, 
the  tissues  thus  lacerated  clearly  add  to  the  other  dangers, 
an  additional  entrance  for  septic  matters.  It  is  chiefly  for 
these  reasons  that  I  most  frequently  select  the  gradual  method 
of  dilating  the  cervix. 

The  gradual  method  of  dilating  the  cervix  is  the  one 
which  most  closely  follows  the  course  pursued  by  Nature.  It 
exemplifies  in  a  striking  manner  the  truth  of  the  Italian 
proverb,  "  Chi  va  piano,  va  sano  ;  e  chi  va  sano  va  lontano," 
for  by  the  gradual  dilatation,  not  only  are  the  dangers  just 
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enumerated  avoided,  but  a  much  further  degree  of  dilatation 
is  obtained,  a  vital  point  in  curetting.  Gradual  dilatation  is 
obtained  by  the  use  of  tents,  and,  as  a  rule,  requires  about 
twelve  hours  to  accomplish.  For  this  reason.it  is  most  con- 
venient to  begin  the  dilatation  overnight  by  the  introduction 
into  the  whole  length  of  the  cervical  canal  of  laminaria  tents. 
I  use  laminaria  tents  in  preference  to  sponge  tents  for  the 
following  reasons  :  The  laminaria  tent  is  in  itself  aseptic,  and 
even  antiseptic,  by  reason  of  the  chlorides,  bromides,  and 
iodides  with  which  it  is  impregnated  by  the  sea  water  in 
which  it  grew.  Under  the  influence  of  the  moisture  in  the 
cervix  it  gently  but  surely  swells  up  and  dilates  the  canal. 
At  the  end  of  three  or  four  hours  it  is  usualh'  possible  to 
push  up  one  or  more  fresh  tents  alongside  those  in  the  cervix, 
ur  to  remove  the  tents  first  applied  and  insert  a  fresh -relay. 
This  can  be  repeated  the  next  morning,  and  three  hours  later 
the  cervix  will  usually  be  dilated  sufficientl)'  to  admit  the 
free  passage  of  the  finger  into  the  uterine  cavity. 

Of  course  the  same  result  may  be  arrived  at  by  the  use  of 
sponge  tents,  but  there  are  several  grave  objections  to  their 
use.  Sponge  tents  should  be  emphatically  condemned.  In 
the  first  place  sponges  are  very  difficult  to  thoroughly  cleanse. 
They  contain  various  debris  of  dead  matter  which  are  difficult 
to  remove,  even  when  they  are  subjected  to  boiling  in  the 
first  instance  and  steeping  in  antiseptic  solutions  afterwards. 
Secondly,  they  have  to  be  pressed  together  by  the  exercise  of 
considerable  force  to  diminish  their  bulk  sufficiently  to  form 
a  stick  rigid  enough  to  introduce  into  the  uterus.  Thirdly, 
when  this  has  been  done,  they  are  brittle  and  readily  fall  to 
pieces  when  swelled  by  the  cervical  fluids.  On  one  occasion 
1  spent  a  quarter  of  an  hour  in  removing  pieces  of  a  disin- 
tegrated sponge  tent  from  the  cervical  canal  before  I  could 
begin  the  operation  of  curetting.  Fourthly,  a  sponge  tent 
will  give  rise  to  offensive  and  septic  discharges  after  it  has 
been  only  a  few  hours  in  the  uterus  or  vagina.  Lastl}',  it  is 
an  inefficient  dilator  from  a  mechanical  point  of  view.  One 
of  the  chief  difficulties  in  dilating  the  cervical  canal  is  to  be 
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found  in  the  internal  os  uteri.  To  more  easily  overcome  this 
I  employ  laminaria  tents  of  at  least  four  inches  in  length,  and 
of  various  sizes.  The  advantages  of  a  long  tent  are,  in 
the  first  place,  that  it  is  introduced  more  readih*  than  the 
short  are,  and  can  often  be  passed  in  without  speculum  or 
tent  introducer  by  the  fingers  alone  ;  secondly,  it  is  easier  to 
remove.  The  short  tents  as  usually  supplied  by  the  instru- 
ment-makers are  often  not  long  enough  to  pass  through  the 
internal  os.  The  result  of  this  is  that  the  lower  segment  of 
the  cervix  only  is  dilated  and  the  internal  os  remains  in  statu 
quo  ante,  an  insuperable  obstacle  to  the  entrance  of  the  curette 
or  finger  into  the  uterus  ;  or,  if  the  tent  has  been  pushed  well 
up,  it  becomes  buried  in  the  cervix.  The  long  tents,  however, 
may  always  be  passed  well  through  the  internal  os,  and  stlil 
be  long  enough  for  the  lower  end  to  rest  against  the  posterior 
vaginal  wall.  Thus  the  tent  is  retained  in  position,  and  is 
readily  removed. 

The  cervix  being  dilated,  the  patient  is  anaesthetised  and 
placed  either  in  the  left  lateral  or  dorsal  position  for  operation. 
If  a  tent  is  still  in  the  cervix  it  is  removed  and  a  vaginal 
douche  is  given.  The  index  finger  of  the  operator  is  then 
passed  into  the  uterine  cavity,  the  fundus  of  which  is  pressed 
down  on  to  it  by  the  other  hand  outside  the  abdomen.  The 
whole  of  the  uterine  walls  and  angles  are  then  explored.  In 
this  way  all  irregularities  or  excrescences  are  detected,  or  the 
presence  of  retained  placental  tissue  is  made  out.  The  finger- 
nail may  be  gently  used  to  detach  these  excrescences,  and  it 
is  on  the  whole  the  safest  and  best  curette  to  employ,  in 
addition  to  its  being  an  intelligent  and  sentient  guide.  It  is 
not  always  sufficient,  however,  and  it  then  becomes  necessary 
to  employ  a  curette. 

There  are  two  chief  kinds  of  curette,  the  sharp  and  the 
blunt.  Simons'  spoon  curette  and  Sims'  sharp  curette  repre- 
sent the  first;  Thomas's  blunt  wire  curette  and  the  finger 
represent  the  second. 

Simons'  spoon  curette  is  a  very  efficient  instrument,  par- 
ticularly useful  in  carcinomatous  and  sarcomatous  conditions, 
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especially  of  the  cervix,  where  it  is  desired  to  ablate  a  con- 
siderable thickness  of  tissue.  On  the  other  hand,  used  in 
endometric  conditions,  it  requires  care  and  has  often  in  heed- 
less hands  caused  perforation  of  the  uterus.  The  curette  is 
passed  into  the  uterine  cavity  as  far  as  the  fundus,  and  being 
laid  parallel  with  the  wall  it  is  made  to  traverse  in  succession 
every  part  of  the  anterior,  posterior,  and  lateral  walls  of  the 
uterus  and  all  its  angles.  The  degree  of  force  required  can 
only  be  learned  b}'  experience,  but  the  minimum  consistent 
with  efficiency  is  always  to  be  aimed  at.  Some  parts  of  the 
mucosa  may  be  perceived  to  be  roughened,  by  the  thrill  im- 
parted to  the  hand  holding  the  curette,  and  to  such  localities 
particular  attention'should  be  paid. 

There  is  generally  considerable  oozing,  which  washes 
down  into  the  vagina  shreds  of  mucous  membrane  detached 
b\'  the  curette.  Pieces  of  placental  tissue  may  sometimes  be 
recognised  among  them  by  the  naked  eye.  When  the  uterus 
has  been  curetted  an  intra-uterine  douche  is  employed.  I 
generally  use  a  weak  solution  of  tincture  of  iodine  in  the  pro- 
portion of  one  or  two  drachms  to  the  pint.  The  douche  is 
administered  through  a  gum  elastic  male  catheter  attached  to  a 
Higginson's  syringe.  The  catheter  is  passed  up  to  the  fundus 
and  the  dilated  cervix  allows  a  free  return  of  the  injected  fluid. 
This  removes  all  clots  and  debris  that  may  be  left  in  the  uterine 
cavity,  and  in  addition  is  an  efficient  antiseptic  and  h.emo- 
static.  Where  there  is  reason  to  suspect  the  presence  of  tissue 
liable  to  become  septic  it  is  useful  to  insert  a  pencil  of  iodo- 
form of  about  two  inches  long  into  the  uterus.  This  not  only 
acts  as  an  antiseptic,  but  assists  in  draining  the  uterine 
discharges. 

There  are  several  definite  risks  in  the  operation  of  curet- 
ting. As  first  practised  by  Recamier,  sharp  curettes  alone 
were  employed,  and  in  consequence  of  the  comparative  fre- 
quency with  which  perforation  ensued,  the  operation  came 
to  be  regarded  askance.  With  the  blunt  instrument  this 
accident  can  hardl\'  occur,  unless  it  be  from  rough  usage  ; 
and  there  is  reason  to  believe  that  in  some  cases  no  harm  has 
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followed  from  perforation  of  the  uterine  wall.  Perforation  is 
a  risk  which  care  may  avoid,  and  which  antiseptic  methods 
have  rendered  less  dangerous  than  before.  Cervical  atresia 
has  followed  curetting  in  exceptional  cases.  Troublesome 
haemorrhage  may  occur  at  or  soon  after  operation,  but  can  be 
controlled  by  the  application  of  pledgets  of  gauze  or  tampons 
steeped  in  some  hai^mostatic  solution,  such  as  perchloride  of 
iron  or  tincture  of  iodine.  The  more  serious  and  trouble- 
some complications  of  curetting  are  the  possible  sequela:. 
Pelvic  peritonitis  and  cellulitis  have  frequently  been  observed, 
and  are  probably  due  in  every  case  to  absorption  of  septic 
matter  by  the  uterine  lymphatics  either  at  the  time  of  opera- 
tion or  as  the  result  of  decomposition  of  the  uterine  discharges 
after  operation.  The  proneness  of  the  cellular  tissue  which 
is  so  abundant  in  the  pelvis  to  become  infected  in  this  way  is 
but  too  well  known,  and  an  unfortunate  result  can  in  many 
instances  only  be  avoided  by  continuous  and  full  antiseptic 
precautions.  It  is  easy  to  say  these  dangers  should  never 
arise,  but  those  who  can  say  so  have  never  seen  difficult  or 
complicated  cases. 

I  will  now  briefly  relate  some  types  of  cases  in  which 
the  use  of  the  curette  can  alone  relieve  the  patient.  In 
some  cases  of  chronic  endometritis  associated  with  repeated 
haemorrhages  or  profuse  menorrhagia  the  ordinary  routine 
intra-uterine  treatment  with  tincture  of  iodine,  nitric  acid,  or 
zinc-alum  points  fails. 

In  the  management  of  curetting  for  chronic  metritis  the 
first  point  which  arises  is,  how  to  dilate  the  whole  cervical 
canal  efficiently.  This  question  of  course  applies  to  all  cases 
in  which  the  curette  is  used,  but  with  especial  force  to  cases 
of  chronic  metritis,  because  there  the  uterus  is  at  its  smallest 
and  the  cervix  at  its  hardest. 

It  is  here  that  the  gradual  method  should  be  used.  The 
following  is  a  case  : — A.  W.,  a  married  women,  aged  44, 
married  twenty  years,  came  under  my  care  on  November  27, 
1890.  She  had  hci^d  one  child,  born  nineteen  years  ago,  and 
since  then  she  had  never    been    pregnant.     During  the  last 
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five  months  she  had  suffered  from  nearly  continual  haemor- 
rhage, with  latterly  a  great  deal  of  pain,  most  marked  in  the 
left  iliac  fossa.  The  sound  passed  three  inches  in  the  normal 
direction,  the  uterus  was  bulky,  and  no  other  morbid  condition 
could  be  detected  in  the  pelvis.  On  November  29,  the  patient 
being  under  the  influence  of  chloroform,  and  the 'cervix  dilated, 
the  uterine  cavity  was  explored  by  the  finger,  but  nothing 
abnormal  could  be  detected.  The  uterine  walls  were  then 
carefully  curetted  with  a  Sims'  sharp  curette  and  the  cavity 
well  irrigated  with  a  solution  of  tincture  of  iodine.  The 
patient  made  a  good  recover)-,  and  was  entirely  relieved  from 
her  previous  symptoms. 

In  the  case  of  a  patient  sent  to  me  by  Professor  Joubert, 
of  Calcutta,  there  was  profuse  stringy  catarrh  from  the  uterus, 
which  was  subinvoluted.  She  had  had  several  children,,  the 
last  about  five  years  ago.  In  this  case  all  my  efforts  to 
relieve  the  symptoms  by  intra-uterine  treatment  were  of  no 
avail.  I  finally  curetted  the  uterus,  and  the  symptoms  dis- 
appeared.    In  this  case  there  was  no  history  of  abortion. 

In  cases  where  an  abortion  is  of  recent  occurrence  the 
finger  is  by  far  the  best  curette.  Here  is  a  case  in  point. 
The  patient,  aged  29,  married  seven  years,  consulted  me  on 
June  29,  1 891.  She  had  borne  two  children,  the  last  being 
3^  years  old.  She  stated  that  she  had  suffered  from  almost 
constant  loss  for  three  months,  and  she  thought  herself  preg- 
nant. On  examination  I  found  she  was  about  five  months 
pregnant,  and  there  was  a  brown  watery  discharge. 

On  July  15  abortion  occurred  spontaneously,  and  the 
placenta  being  adherent,  was  removed  by  the  hand.  On  the 
following  days  she  suffered  from  abdominal  pain  and  tender- 
ness, the  temperature  was  just  over  lOO'  Fahr.,  and  the 
discharges  became  offensive.  As  these  symptoms  persisted, 
on  July  30  I  explored  the  uterus  with  the  finger,  the  patient 
being  under  chloroform,  and  detached  several  pieces  of 
decomposed  placental  tissue  from  the  fundus.  In  this  case 
no  preliminary  dilatation  was  necessary,  and  the  finger-nail 
formed  an  efficient  and  safe  curette.  The  patient  made  a 
good  recovery. 
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In  puerperal  cases  it  is  rarely  necessary  to  use  a  metal 
curette.  It  is  further  undesirable,  owinj^  to  the  danger  of 
perforating  the  softened  uterine  wall. 

The  presence  of  retained  products  of  conception  after 
abortion  is  by  far  the  most  common  cause  for  curetting. 
These  are  the  cases  above  all  others  which  call  for  the  opera- 
tion. The  usual  history  is  that  of  metrorrhagia,  more  or  less 
continuous,  associated  with  a  bulky  uterus.  When  the  uterus 
is  curetted  in  these  cases  placental  debris  is  always  removed 
and  the  patient  makes  a  speedy  recovery.  Curetting  with 
Sims'  sharp  curette  has  been  resorted  to  for  the  purpose  of 
diagnosis. 

To  conclude,  the  following  are  the  chief  questions  arising 
out  of  the  operation  of  curetting : — 

(i)  What  are  the  symptoms  which  point  to  the  clear 
necessity  of  curetting  the  uterus  ? 

(2)  Which  is  the  safest  and  most  natural  method  of 
dilating  the  cervix  ? 

(3)  Should  the  curette  be  used  in  cancer  of  the  uterus, 
more  especially  when  the  growth  is  at  the  fundus  ? 

(4)  Is  it  advisable  to  resort  to  the  use  of  the  curette 
as  a  means  of  making  a  diagnosis? 

(5)  Is  it  possible  to  establish  a  satisfactory  system  of 
drainage  of  the  uterine  cavity  after  curetting? 

The  President  believed  that  this  was  the  first  paper  on 
the  subject  of  the  curette  read  before  the  society,  and  they 
were  therefore  indebted  to  Dr.  Barnes  for  it.  Curetting  was 
at  present  a  popular  operation,  and  it  was  a  good  thing  to 
discuss  the  procedure  itself,  and  the  cases  in  which  it  should 
or  should  not  be  employed.  It  had  always  seemed  to  him  a 
lamentable  thing  to  see  an  operation  widely  performed  at  one 
time,  and  then  altogether  left  alone  ;  for  this  gave  to  their 
art  a  stamp  of  instability.  He  thought,  however,  that 
curetting  was  not  likely  to  fall  into  disuse,  for  its  benefits 
were  often  strikingly  evident. 

Dr.  Lawrie  wished,  as  a  country  Fellow,  to  thank  Dr. 
Barnes  for  bringing  forward  this  important  subject.  He  had 
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done  a  good  deal  of  curetting,  and  never  had  a  case  without 
feeling  a  little  anxiety  about  it,  but  there  was  no  class  of 
cases  more  satisfactory  in  its  results.  He  used  laminaria  tents 
and  Hegar's  dilators  for  the  dilatation.  He  preferred  the 
sharp  curette  :  used  with  care  it  was  quite  safe.  He  then 
flushed  out  the  cavity  with  a  large  quantity  of  plain  boiled 
water,  without  iodine.  When  haemorrhage  had  ceased,  he 
plugged  with  iodoform  gauze.  Complete  rest  for  some  time 
after  the  operation  was  of  great  importance. 

Surgeon-General  Harvey  said  he  had  done  many  curet- 
tings,  and  had  not  found  an  anaesthetic  necessary,  as  there 
was  not  much  pain.  He  agreed  with  Dr.  Barnes  that  sponge 
tents  should  be  abolished.  Even  laminaria  tents  were  not 
always  satisfactory ;  in  one  case  he  had  considerable  difficulty 
in  extracting  the  tent,  because  the  uterus  compressed  the 
middle  of  the  tent,  hour-glass  fashion ;  once  it  was  out, 
however,  the  cervix  was  soft,  and  the  finger  could  be  intro- 
duced without  difficulty. 

Professor  Japp  Sinclair  (Manchester)  said  that  most 
of  his  operations  with  the  curette  had  been  done  on  English 
women,  and  he  did  not  generally  find  chloroform  necessary. 
He  gave  a  hypodermic  injection  of  morphia  an  hour  before 
operation,  and,  half  an  hour  before  some  concentrated 
alcoholic  stimulant.  In  Lancashire  he  found  that  some  men 
spoke  of  the  curette  as  a  very  dangerous  instrument,  whilst 
others  employed  it,  with  the  utmost  impartiality,  in  most  of 
the  cases  that  came  under  their  observation.  The  operation 
need  not  be  followed  by  any  bad  symptoms,  and  he  had 
neither  met  with  nor  heard  of  any  such  cases  in  the  district. 
If  a  uterus  were  much  softened,  by  cancer  for  instance,  it 
might  be  easily  perforated,  but  the  curette  should  not  then  be 
used  except  with  great  care.  He  believed  that  the  only 
proper  preparation  for  curetting  was  the  tent,  a  perforated 
tent  soaked  in  hot  perchloride  was  the  best.  It  could  be 
safel)'  left  for  twenty-four  hours,  or  even  for  fort\--eight,  if  the 
uterus  was  hard.  In  fact,  if  well  prepared,  it  might  be  left  as 
long  as  one  liked,  he  had  never  seen  any  septic  mischief  from 
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it.  He  did  not  think  it  was  necessary,  in  the  case  of  a  virgin 
uterus,  to  introduce  a  finger,  the  curette  was  enough.  Even 
if  the  finger  were  required,  a  tent  often  caused  enough  dilata- 
tion, or  it  might  be  supplemented  by  Hegar's  dilators,  up  to 
No.  12.  After  the  operation  he  used  chloride  of  zinc  on  lint 
or  gauze,  leaving  a  strip  in  the  uterus,  and  packed  the  vagina 
with  carbonate  of  soda.  Curetting  was  often  valuable  for 
diagnosis,  especially  when  there  was  a  question  of  malignancy 
of  the  body  of  the  uterus.  But  its  value  here  was  sometimes 
lessened  by  the  difficulties  in  making  a  microscopical  exami- 
nation, especially  for  a  man  in  busy  practice.  The  curette  was 
also  very  useful  in  diagnosing  cancer  of  the  cervix,  without 
calling  in  the  use  of  the  microscope,  for  if  a  sharp  curette 
were  drawn  across  a  suspicious  cervix,  if  it  brought  away 
tissue,  there  was  cancer;  if  not,  and  if  it  only  caused  a  little 
bleeding,  it  was  not  cancer.  He  believed  this  distinction  to 
be  pathognomonic. 

Mr.  Greig  Smith  (Bristol)  endorsed  Professor  Sinclair's 
remarks,  but  he  doubted  the  value  of  the  last  remark  as  to 
the  diagnosis  of  cervical  cancer  with  the  curette.  An  erosion 
might  lead  to  a  condition  of  the  endometrium,  which  might 
be  compared  to  a  sinus  with  exuberant  granulations  and 
containing  micro-organisms ;  and  a  large  piece  of  such  a 
structure  could  easily  be  taken  off  with  the  curette.  He  did 
not  usually  dilate  at  all,  nor  give  an  anaesthetic  ;  by  pulling 
the  uterine  canal  straight  by  means  of  a  volsellum  on  the 
posterior  lip,  any  moderate  sized  curette  could  be  got  in. 
He  thought  it  was  sometimes  an  easy  thing  to  perforate  the 
uterus  with  the  curette,  even  when  there  was  no  cancer.  Dr. 
Fancourt  Barnes  had  done  good  by  calling  attention  to  this 
important  method  of  treatment. 

Mr.  Christopher  Martin  (Birmingham)  said  there 
was  one  condition  which  had  not  been  referred  to,  and  which 
was  apt  to  give  rise  to  serious  trouble  after  curetting,  viz., 
the  co-existence  of  chronic  inflammatory  disease  of  the 
appendages.  In  America  they  performed  curetting  almost 
as  a  matter  of  routine,  for  this  very  condition  ;    but  he  had 
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seen  much  harm  result  from  such  a  proceeding.  A  careful 
bimanual  examination  of  the  appendages  should  therefore 
always  be  made  before  using  the  curette,  and  if  found  to 
be  diseased,  curetting  should  not  be  performed.  As  to  pro- 
cedure, he  always  curetted  under  an  anaesthetic,  and  generally 
used  metallic  dilators.  A  sharp  curette  was  use'd,  after  which 
the  cavity  was  swabbed  out  with  iodised  phenol,  and  packed 
with  iodoform  gauze. 

The  further  discussion  of  the  paper  was  adjourned  to  the 
next  meetinsf. 
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ORIGINAL  COMMUNICATIONS. 

The  Radical  Cure  of  Uterine  Prolapse. 
By  Fred.  Edge,  F.R.C.S.,  Wolverhampton. 

Without  expending  too  much  time  on  preliminary 
matters,  I  will  briefly  attempt  to  recall  a  few  points  concern- 
ing prolapsus  of  the  uterus. 

In  the  first  place  it  is  of  primary  importance  that  the  term 
should  be  used  as  the  equivalent  of  "  sacro-pubic  hernia " 
(Hart  and  Barbour).  The  factors  producing  prolapsus  uteri 
are  mainly  as  follows  :  (i)  Deficient  support  of  the  entire 
fixed  portion  of  the  pelvic  floor.  This  chiefly  comprehends 
laceration  of  the  perinaeum,  and  loss  of  their  fixed  point  by 
the  perineal  muscles,  and  laceration  or  overstretching  of  the 
levator  ani  muscles.  (2)  Deficient  tone  of  entire  displaceable 
segment  of  pelvic  floor,  and  slackening  of  loose  tissue  round 
it.  This  includes  the  bladder,  urethra  and  vaginal  walls.  (3) 
Intra-abdominal  pressure. 

The  conditions  found  in  a  case  of  advanced  prolapse  are 
given  as  :  primary — (i)  perineal  body  usually  torn,  and 
perineal  union  of  levatores  ani,  transverse  perinasi,  and  bulbo- 
cavernosi  torn  to  a  greater  or  less  extent ;  (2)  increase  of 
intra-abdominal  pressure  ;  secondary — (3)  congestion  with 
areolar  hyperplasia  of  uterus,  pubic  segment  and  posterior 
vaginal  wall,  laxity  of  everted  vagina ;  (4)  separation  of 
anterior  rectal  and  posterior  vaginal  walls,  and  of  vagina  and 
bladder  from  their  lateral  relations,  with  peritoneum  clothing 
the  separated  surfaces.  These  secondary  lesions,  especially 
the  last,  are  serious  and  incurable  according  to  Hart  and 
Barbour. 
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In  order  to  restore  the  pelvic  floor  to  its  pristine  state  it 
is  necessary  (i)  to  repair  the  perineal  body  and  narrow  the 
vagina ;  (2)  to  restrain  increased  abdominal  pressure ;  these 
are  said  to  be  possible  ;  (3)  to  do  away  with  congestion  and 
areolar  hyperplasia  is  probably  beyond  our  powers  ;  while  (4) 
to  bring  about  adhesion  of  the  anterior  rectal  and  posterior 
vaginal  walls,  and  to  restore  the  lateral  supports,  is  impossible 
according  to  these  authors. 

Now,  the  methods  of  surgical  treatment  in  vogue  (I 
am  omitting  tonic  treatment,  pessaries,  massage,  percussion, 
electrical  treatment)  are  :  (i)  forming  an  inferior  point  of 
support  from  the  vaginal  wall,  the  vulva,  or  the  perinaeum ; 

(2)  raising  the  uterus  by  shortening  of  the  round  ligaments  ; 

(3)  suture  of  the  uterus  to  adjacent   parts  (hysteropexy)  by 
the  vagina,  or  by  laparotomy  ;  (4)  hysterectomy. 

The  adjuvant  operations  are  :  (i)  curetting;  (2)  amputa- 
tion of  the  cervix  ;  (3)  removal  of  a  wedge  from  the  uterine 
wall  generally  anteriorly. 

These  headings  give  some  of  the  leading  points  in 
uterine  prolapse  and  its  treatment,  and  as  they  are  taken 
from  Hart  and  Barbour,  Pozzi,  Winckel,  and  Duhrssen,  they 
may  fairly  be  considered  to  reflect  modern  gynaecological 
opinion.  The  great  difference  in  treatment  lies  in  the  pre- 
liminary use  of  Thure  Brandt's  methods,  more  extensively 
employed  on  the  Continent  than  here  as  we  find  on  referring 
to  Winckel  and  Duhrssen's  books. 

My  object  in  writing  this  short  paper  is  not  so  much  to 
point  out  any  new  operation,  as  to  draw  attention  to  a  com- 
bination of  operations,  which,  with  other  steps  for  restoring 
tonicity  of  the  parts,  and  decreasing  the  abdominal  pressure, 
constitutes  as  real  a  radical  cure  of  sacro-pubic  hernia  as  the 
so-called  radical  cures  of  any  other  hernia;.  It  seems  to  me 
that  I  can  do  this  best  by  discussing  the  table  drawn  up  by 
Hart  and  Barbour. 

As  they  point  out,  in  a  case  of  advanced  prolapsus 
uteri  we  generally  find  the  perineal  body  torn,  and  the 
perineal  union  of  the  levatores  ani,  transverse  perinaii  and 
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bulbo-cavernosi  torn  to  a  greater  or  less  extent.  The  vagina 
is  also  dilated.  These  conditions  can  be  remedied  by  repair 
of  the  perineal  body  and  narrowing  of  the  vagina  (elytror- 
rhaphy). 

Without  detracting  from  the  importance  of  the  perineal 
body,  it  is  well  to  remember  that  in  the  third  stage  of  lacera- 
tion prolapsus  uteri  is  very  rare,  since  the  rectum  empties 
itself  without  straining,  and  this  fact  suggests  that  the  main 
cause  of  prolapse  is  due  to  the  want  of  support  of  the  anterior 
rectal  wall,  and  the  consequent  increased  abdominal  pressure 
required  to  evacuate  the  bowel.  It  also  explains  the  useful- 
ness of  the  old  ball  pessary,  which  gave  ?l  poi)it  d'appui  to  the 
rectal  wall.  To  decrease  the  intra-abdominal  pressure  the 
essential  points  are  attention  to  the  diet,  and  the  use  of 
aperients,  with  great  solicitude  for  regular  evacuation  of  the 
rectum  without  straining.  It  has  occurred  to  me  that  massage 
of  the  uterus  may  owe  much  of  its  result  to  the  attention 
given  previously  to  the  rectum,  and  to  the  improved  intestinal 
tone.  General  muscular  exercise  does  good  by  increasing 
the  muscle  tone,  and  especially  by  favouring  a  better  carriage 
and  inclination  of  the  pelvis,  whereby  the  pelvic  floor  has 
less  weight  superimposed  upon  it,  and  this  throws  more  on 
the  pubic  arch  and  Poupart's  ligaments  and  other  fasciae  and 
muscles.  The  use  of  a  belt  is  recommended,  both  because  it 
supports  these  parts,  and  also  for  the  feeling  of  security  and 
ease  it  gives,  thus  aiding  a  better  carriage  of  the  trunk. 

To  say  that  it  is  probably  beyond  our  powers  to  do  away 
with  congestion  and  areolar  hyperplasia  of  uterus,  pubic 
segment  of  pelvic  floor,  and  of  the  posterior  vaginal  wall,  is, 
perhaps,  correct  as  a  rule,  but  only  so  because  in  practice  the 
necessary  time  and  trouble  are  not  given  to  attain  these 
objects.  Curetting  and  amputation  of  the  cervix  assist  these 
aims,  but  a  correct  position  of  the  uterus  and  a  normal  direc- 
tion of  its  vessels  and  ligaments  carrying  the  lymphatics  will 
do  much  to  enable  natural  recovery  from  these  conditions. 

Hart  and  Barbour's  last  conclusion  is,  however,  most  to 
be  combated.     They  say  that  it  is  impossible  to  bring  about 
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adhesion  of  the  anterior  rectal  and  posterior  vaginal  walls, 
and  to  restore  the  lateral  supports.  "  Prolapsus  uteri  is, 
therefore,  a  condition  with  serious  and  irremediable  secondary 
results."  The  use  which  a  certain  part  of  the  profession  will 
make  of  this  is  evident,  and  I  consider  that  it  has  much  to 
do  with  the  apathy  displayed  in  treatment  of  uterine  prolapse, 
almost  as  much,  perhaps,  as  the  use  of  perineal  operations 
alone  to  effect  a  cure. 

It  is  well  when  we  are  told  that  we  cannot  do  a  certain  thing, 
before  making  efforts  to  circumvent  the  impossibility,  to  ask 
ourselves  whether  it  would  avail  us  anything  if  we  could  do  it. 
I  think  we  are  justified  in  neglecting  the  adhesion  of  the  pos- 
terior vaginal  to  the  anterior  rectal  wall,  because  there  is  no 
proof  of  its  being  of  any  but  the  least  importance  in  supporting 
the  herniated  structures.^  When  it  refers  to  the  impossibility 
of  restoring  the  lateral  adhesions  it  is  overstating  the  case,  and 
by  using  the  words  in  their  surgical  sense  rather  than  abso- 
lutely, one  can  speak  truthfully  of  restoring  the  lateral  support 
of  the  uterus. 

This  can  be  done  by  Westermarck's  operation  of  double 
lateral  kolporrhaphy.  It  is  only  necessary  to  go  into  the 
cellular  tissue  somewhat  deeply  at  the  lateral  fornices  to  gain 
practically  complete  restoration  of  the  lateral  support  of  the 
uterus.  Pozzi  points  out  that  the  superior  ligaments  (peritoneal 
and  round)  serve  more  for  maintaining  the  position  of  the  uterus 
than  for  its  support,  but  at  the  same  time  it  must  be  evident 
that  by  keeping  up  the  normal  position  of  the  uterus  they 
afford  the  uterus  much  protection  and  support,  by  placing  it 
in  the  most  favourable  state  for  receiving  pressure  from  the 
abdomen,  and  by  preventing  the  uterus  from  obstructing  the 


'  How  little  support  the  uterus  gets  from  its  anterior  and  posterior 
surfaces  may  be  well  seen  in  a  sagittal  section  of  the  pelvic  cavity.  This 
is  given  on  p.  35  of  Hart  and  Barbour,  fig.  33  (from  Braune).  It  is 
seen  that  below  the  anterior  and  posterior  peritoneal  folds  there  is  a  pro- 
longation of  very  loose  extra-peritoneal  tissue,  which  practically  renders 
any  anterior  or  posterior  support  of  the  uterus  impossible. 
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rectum  and  thus  causing  great  increases  of  abdominal  pres- 
sure during  the  expulsive  efforts  of  defaecation. 

For  the  renewal  of  the  action  of  these  ligaments  we  have 
no  direct  means,  but  by  vaginal  fixation  of  the  fundus  and 
the  subsequent  improvement  in  the  muscle  tone  of  the  pelvic 
viscera  we  obtain  practically  a  complete  renewal  of  their 
action.  The  great  support  required  by  this  operation  is  that 
of  the  pelvic  fasciae  in  those  parts  where  it  runs  directly  into 
strong  bony  insertions  and  thus  offers  a  complete  support  by 
short,  dense,  fibrous  tissue  with  a  perfect  basis  of  attachment. 

Diihrssen  has  combined  his  method  of  vaginal  fixation 
with  anterior  kolporrhaphy  and  perinaeorrhaphy  with  success, 
but  it  seems  more  rational  to  use  double  lateral  kolporraphy 
involving  the  cervix  combined  with  vaginal  fixation  and  peri- 
naeorrhaphy. 

Having  thus  briefly  and  irregularly  expressed  some  of  the 
grounds  upon  which  my  selection  of  method  is  based,  I  will 
give  a  short  account  of  the  procedure  : — 

The  patient  must  be  prepared  as  for  a  major  operation. 
She  must  take  an  aperient  two  days  before  the  operation,  and 
again  the  night  before  if  necessary.  The  vulva  and  genital  canal 
should  be  well  douched,  the  prolapsed  parts  scrubbed  with 
I  per  cent,  lysol  solution  thrice  a  day,  and  a  plug  soaked  in 
lysol  solution  left  in  the  vagina  during  the  night.  On  the  eve 
of  the  operation  she  has  a  large  simple  enema,  and  this  is 
repeated  in  the  morning  one  hour  before  the  operation. 
After  the  last  enema  has  acted  the  patient  must  take  a  warm 
bath,  soaping  herself  well,  and  then  put  on  clean  linen.  The 
bed  clothes  are  also  changed  during  the  bath.  On  the  opera- 
tion morning  the  patient  must  take  nothing  beyond  a  cup  of 
weak  tea.  The  patient  must  accustom  herself  to  pass  her 
water  while  lying,  so  that  the  catheter  may  not  be  required 
after  operation. 

The  patient  being  placed  in  the  lithotomy  position  and 
fixed  with  Clover's  crutch,  the  operator  sits  on  a  stool  as 
for  perineal  operations.  He  then  performs  the  combination 
of  operations  in  the  following  order :    Curetting  the  uterus 
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and  washing-  it  out  ;  re-disinfection  of  operator  and  assistants 
and  douching  of  the  vagina  and  vulva ;  vaginal  fixation 
carried  as  far  as  insertion  of  the  sutures ;  double  lateral  kol- 
porrhaphy  as  far  as  insertion  of  the  sutures  ;  tying  of  sutures 
of  kolporrhaphy  ;  tying  of  vaginal  fixation  sutures ;  Lawson 
Tait's  perineorrhaphy. 

Mr.  J.  W.  Taylor  has  found  double  lateral  kolporrhaphy 
to  be  very  successful  in  most  cases  of  prolapse.  I  have  per- 
formed it  in  three  cases  with  every  satisfaction  to  the  patient 
and  myself.  But  the  operation  cannot  bring  about  the  normal 
condition  of  anteflexed  version  of  the  uterine  body,  and  hence 
the  fundus  must  still  press  on  the  rectum  and  the  pelvic  veins, 
producing  straining  at  stool,  and  keeping  up  the  congestion 
and  areolar  hyperplasia  of  the  uterus.  Vaginal  fixation  puts 
the  fundus  practically  in  its  normal  position  and  at  the  same 
time  cures  the  cystocele,  almost  always  present,  by  the  drag- 
ging of  the  fundus  upon  the  anterior  vaginal  wall.  If  the 
perinaeorrhaphy  be  superadded,  and  the  perinaeum  be  carried 
well  forward,  the  radical  cure  seems  secured,  since  the  pre- 
liminary descent  of  the  anterior  vaginal  wall,  in  case  this 
again  tends  to  become  lax,  is  prohibited. 

The  sutures  used  are  of  finest  silk  for  the  lateral  kolpor- 
rhaphy, and  are  passed  continuously ;  these  remain,  or  if  left 
long  may  be  gradually  withdrawn.  Silk-worm  gut  sutures 
arc  used  for  the  vaginal  fixation  and  the  perinaeorrhaphy. 
The  latter  are  removed  after  a  month,  and  the  fixation  sutures 
after  six  or  eight  weeks,  when  the  perinaeum  will  allow  of  a 
small-bladed  Sim's  speculum  being  used.  This  combination 
of  operations  involves  a  considerable  expenditure  of  time,  but 
with  practice  the  duration  would  be  greatly  reduced.  The 
operation  is  also  without  shock,  and  in  the  first  two  divisions 
does  not  require  deep  anaesthesia.  If  it  entirely  fails,  the 
patient  is  in  the  same  condition  in  which  she  was  previously 
to  the  operation — only  a  little  vaginal  mucous  membrane 
has  been  removed.  If  it  succeeds,  the  patient  becomes  a 
perfect  woman,  and  the  operation  deserves  to  obtain  recogni- 
tion as  the  conservative  cure  of  uterine  prolapse. 
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Contracted    Bladder    treated    by    graduated 
Fluid  Dilatation. 

By  Mayo  Robson,  F.R.C.S. 

Senior  Sia-geon  to  the  General  Infirmary  at  Leeds  ;   Professor  of  Surgery  in  the 

Yorkshire  College  of  the  Victoria  University  ;  Member  of  Council  of  the  Royal 

College  of  Surgeons  of  England. 

The  following  instance  is  one  of  a  troublesome  class  of 
cases  which,  until  the  matter  was  taken  up  by  the  late  Dr. 
Matthews  Duncan,  were  considered  incurable,  and  even  yet, 
the  method  of  treatment  he  advocated  is  not  so  frequently 
followed  as  it  perhaps  might  be. 

On  January  17,  1890,  I  received  the  enclosed  communica- 
tion from  a  medical  friend  :  "  I  was  consulted  yesterday  by  a 
single  woman,  aged  30,  who  has  suffered  for  years  from  com- 
plete incontinence  of  urine.  On  attempting  to  pass  a  sound, 
I  could  get  it  no  further  than  the  length  of  the  urethra,  when 
it  impinged  on  a  calculus.  I  was  unable  to  pass  the  sound 
round  it,  the  bladder  seeming  to  be  firmly  contracted  over  it, 
therefore  I  am  quite  unable  to  judge  whether  it  is  a  very  large 
stone  or  a  smaller  one  impacted  near  the  inner  opening  of  the 
urethra.  My  attempts  to  get  round  it  gave  rise  to  so  much 
pain  and  some  bleeding,  that  I  did  not  persevere,  as  she  was 
not  under  an  anaesthetic.  It  is  evidently  a  case  for  opera- 
tion." 

The  following  notes  are  taken  from  my  Hospital  Record  : 
— A.  L.,  aged  35,  admitted  to  the  Leeds  General  Infirmary 
January  23,  1890.  She  stated  that  her  symptoms  started 
twelve  years  previously,  when  she  had  great  pain  in  the  loin 
and  at  the  neck  of  the  bladder  ;  at  the  same  time  she  had  to 
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pass  water  very  frequently,  the  pain  and  frequency  of  micturi- 
tion having  since  persisted.  She  had  occasionally  passed 
small  fragments  of  stone,  the  largest  about  the  size  of  a  coffee 
bean.  For  seven  years  she  had  had  nocturnal  incontinence  of 
urine  and  for  two  years  complete  incontinence  day  and  night. 
During  the  latter  part  of  the  time  she  had  been  comparatively 
free  from  pain.  The  urine  was  horribly  offensive,  alkaline 
and  loaded  with  pus. 

On  January  31,  the  patient  was  etherised  and  the  pelvis 
examined  bi-manually  in  order  to  ascertain  the  size  of 
the  bladder,  as  the  passage  of  the  sound  gave  very  little 
information,  since  immediately  on  entering  the  bladder 
it  was  arrested  by  coming  in  contact  with  hard  calcareous 
material.  Bi-manual  examination  revealed  the  fact  that  there 
was  practically  no  bladder,  it  being  merely  represented  by  a 
small  hard  lump  about  the  size  of  a  walnut.  The  ureters  were 
apparently  free  from  disease  and  there  was  no  enlargement  of 
the  kidneys.  The  urethra  was  dilated  by  a  Weiss'  dilator  so 
as  to  admit  the  little  finger,  when  it  was  found  that  the 
minute  cavity  was  lined  by  phosphatic  concretions,  which  were 
thoroughly  scraped  away  by  a  Volkmann's  spoon,  the  bladder 
then  having  a  capacity  of  only  half  an  ounce,  and  although 
the  patient  was  under  an  anaesthetic  no  more  could  be  injected 
by  any  reasonable  amount  of  force.  The  incontinence  per- 
sisted after  the  operation,  and  the  bladder  was  washed  out 
daily  with  boracic  lotion,  on  each  occasion  the  urethra  being 
compressed  around  the  nozzle  of  the  syringe  and  moderate 
force  being  used  in  order  to  increase  the  capacity  of  the 
organ.  After  a  few  days  the  incontinence  ceased  and  the 
patient  was  told  to  hold  her  urine  as  long  as  possible. 

On  February  8,  she  could  hold  it  for  half  an  hour. 

On  February  20,  as  the  patient  had  made  no  further  pro- 
gress, ether  was  given  and  the  bladder  distended  with  boracic 
lotion,  when  it  was  found  that  the  capacity  had  increased  to 
two  ounces. 

On  February  26,  considerable  improvement  had  taken 
place,  as  she  was  able  to  retain  her  urine  for  three  hours  with 
some  eflfort,  and  the  quantity  retained  was  four  ounces. 
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On  March  7,  she  held  her  urine  for  four  hours.  The 
bladder  was  again  somewhat  forcibly  distended  but  without 
an  ana:^sthetic  ;  the  capacity,  however,  could  not  be  increased 
beyond  four  ounces,  and  the  next  day  the  patient  had  pain  in 
the  hypogastrium  with  vomiting  and  considerable  irritability 
of  the  bladder.  This  decidedly  retarded  progress  and 
although  on  March  26,  the  capacity  of  the  bladder  was  found 
to  be  still  four  ounces  there  was  very  frequent  micturition  and 
slight  elevation  of  temperature.  Further  dilatation  was  there- 
fore not  attempted,  as  it  was  thought  that  the  bladder  having 
now  some  capacity,  voluntary  retention  of  urine  would  secure 
gradual  dilatation,  and  by  April  17  she  was  able  to  retain  seven 
ounces  of  urine.  Up  to  this  time  the  patient  had  been  kept 
recumbent,  as  it  was  found  that  she  could  hold  the  urine  much 
better  when  in  bed.  At  the  end  of  April  her  general  condition 
was  very  much  better  than  it  had  been  for  years  and  the 
voluntary  power  of  retention  was  good. 

On  May  14,  she  was  able  to  hold  seven  ounces  of  urine 
even  when  up  and  about,  and  she  had  not  to  micturate  for 
five  hours. 

On  May  24,  she  was  discharged,  as  she  'could  hold  eight 
ounces  of  urine  without  discomfort  and  as  her  general  health 
was  good  and  the  urine  normal.  The  progress  of  the  case 
throughout  was  most  satisfactory,  but  it  might  have  been 
quicker  if,  after  some  vesical  capacity  had  been  obtained, 
voluntary  retention  had  been  more  relied  on,  as  the  last 
dilatation  retarded  the  progress  of  recovery  for  a  time  by 
setting  up  irritability  of  the  bladder. 

In  order  to  keep  the  urine  aseptic  while  undertaking  any 
operation  on  the  urinary  passages  I  usually  order  the  patient 
to  take  boracic  acid  or  salol  internally  ;  in  fact,  this  has 
become  so  much  a  practice  with  me  that,  unless  there  is  some 
contra-indication,  urinary  cases  admitted  for  operation  are  at 
once  ordered  five  grains  of  boracic  acid  and  five  grains  of 
salol,  to  be  taken  in  wafer  paper  thrice  daily,  and  this  practice 
has,  I  feel  sure,  done  much  to  abolish  post-operative  urinary 
fever.     It  will   be  seen   that   the  method   pursued    is   on   the 
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principle  laid  down  by  the  author  of  the  operation,  though  in 
details  and  in  procedure  it  differed  from  any  of  his  cases,  and 
in  fact  every  case  of  this  kind  must  be  a  law  unto  itself,  for  it 
will  be  quite  possible  by  trying  to  make  too  much  haste  to 
bring  about  death  rather  than  recovery.  In  no  class  of  cases 
would  the  motto — Festina  leiite — hold  better' than  in  this. 


Sessile  Intra- Ligamentous  Suppurating  Ovarian 
Cyst  ;  Part  of  Cyst  Wall  Very  Firmly  Attached 
TO  AND  Penetrating  Muscular  Layer  of  Uterus 
at  Fundus.  Ovariotomy.  Extra-peritoneal  Treat- 
ment OF  Suppurating  Fundus  Uteri. 

By  Leith  Napier,  M.D.,  &c. 

Mrs.  S.,  aged  33,  from  Ireland,  consulted  me  on  August 
14th,  1894, 

Family  History. — Father  tubercular,  brother  died  of 
tuberculosis  after  an  operation  on  the  kidney. 

Personal  History. — Married  in  1881,  always  enjoyed  good 
health  until  after  the  birth  of  her  first  child  in  1883. 

Obstetric  and  Medical  History. — 'First  child  born  in  June, 
1883;  patient  then  was  attacked  with  puerperal  convulsions. 
About  this  time  she  had  some  liver  trouble,  which  has  since 
recurred  frequently.  Three  months  after  her  confinement,  on 
jumping  over  a  ditch,  she  felt  something  give  way.  Uterine 
prolapse  was  then  noticed,  which  has  continued  more  or  less 
since. 

Her  second  child  was  born  in  1885,  puerperium  favourable. 

The  third  pregnancy  occurred  in  June,  1886,  from  which 
date  till  October  she  suffered  from  diarrhoea  and  bearing 
down  pains.  She  became  jaundiced  in  January,  18S7,  and 
continued  ill  until  March  20,  when  her  third  child  was  born. 
Eight  days  after  delivery  she  had  an  attack  of  pelvic  cellu- 
litis affecting  the  left  iliac  fossa.  Convalescence  was  very 
protracted.  About  this  time  the  left  ovary  appeared  to  be 
prolapsed.  In  October  her  health  became  re-established. 
No  pain  on  bi-manual  examination. 
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On  November  26,  1893,  she  threatened  to  abort,  and  an 
abortion  of  foetus  of  three  months'  development  resulted 
on  29th. 

On  December  i,  on  account  of  high  temperature  the 
uterus  was  explored,  but  with  no  definite  result.  During  the 
following  four  weeks  she  had  severe  fever  of  a  typhoid 
character  accompanied  by  diarrhoea. 

In  January,  1894,  had  a  sharp  attack  of  inflammation  of 
the  left  ovary.  This  illness  continued  until  the  end  of 
February. 

In  July,  1894,  Dr.  Grattan,  of  Cork,  to  whom  I  am  indebted 
for  the  above  interesting  history,  again  examined  his  patient, 
and  found  the  left  ovary  much  enlarged,  painful  on  pressure ; 
and  he  believed  it  to  be  increasing  in  size.  A  further 
communication  from  Dr.  Grattan  confirmed  the  family  history 
of  tuberculosis.  "Her  relatives,"  he  wrote,  "are  eminently 
tubercular,  the  father  especially." 

Menstrual  History. — Periods  fairly  regular.  The  last  one 
happened  about  a  fortnight  before  visit.  She  then  had 
considerable  pain. 

Physical  Examination. — The  uterus  does  not  lie  prolapsed 
it  is  tender  to  touch,  but  only  slightly  generally  enlarged. 
To  the  left  side  of  the  fundus  uteri  is  a  somewhat  irregularly- 
shaped  softish  mass,  fully  the  size  of  a  large  orange.  This 
swelling,  and  its  immediate  relations,  is  markedly  tender  ;  it 
seems  closely  adherent  to  the  uterus.  Mobility  of  the  swelling 
is  very  limited,  and  there  is  considerable  thickening  of  the 
pelvic  tissues  on  the  left  side.  A  diagnosis  of  tubo-ovarian 
abscess  or  large  pyo-salpinx  with  dense  adhesions  was  made, 
and  operation  advised. 

Further  History. — On  August  16  Dr.  Granville  Bantock 
saw  the  patient  in  consultation,  and  concurred  in  the  diagnosis 
and  necessity  for  operation  without  delay. 

Operation  in  private  nursing  home  on  August  18,  1894. 
Dr.  Shaw  Mackenzie  assisted  me.  An  incision  was  made 
in  the  middle  line  in  the  usual  manner ;  the  abdominal 
wall    was    exceedingly      vascular,    so     much    so    that    one 
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vessel  in  the  rectus  required  to  be  tied.  On  examining 
the  swelHng  within  the  abdomen  it  was  ascertained  to  be 
continuous  with  the  left  cornu  of  the  uterus,  but  from 
the  exceedingly  iirm  adhesions  in  front,  and  to  the  layers  of 
broad  ligament,  which  so  closely  surrounded  the  tumour,  its 
separation  seemed  almost  impracticable.  It  was  now  doubt- 
ful whether  one  had  to  deal  with  a  tubo-ovarian  cyst,  or  a 
fibro-cystic  uterine  tumour  which  had  opened  up  the  broad 
ligament.  The  incision  was  enlarged,  and  the  whole  hand 
introduced.  Patient  efforts  effected  partial  separation  ;  a 
fleshy  cord,  about  the  thickness  of  the  little  finger,  which 
arose  from  the  uterus,  and  after  passing  over  the  front  of  the 
tumour  for  two  to  three  inches  became  lost  in  it,  was  doubly 
ligatured  and  divided.  This  cord  proved  to  be  the  thickened 
left  Fallopian  tube.  A  good  line  of  cleavage  was  now 
obtained,  and  the  tumour  enucleated  from  the  broad  liga- 
ment and  brought  to  the  surface.  It  was  found  to  be  a  very 
tense,  thickly-walled,  lemon-shaped  swelling,  and  gave  a  feeling 
of  fluctuation  on  palpation.  Its  uterine  attachment  was 
distinct  from  the  site  of  origin  of  the  Fallopian  tube,  being 
above  and  slightly  behind  it.  The  adherence  between  the 
tumour  and  uterus  was  very  close  and  firm,  but  after  careful 
manipulation  the  tumour  was  peeled  off  from  the  uterus.  The 
surface  of  the  left  upper  portion  of  the  uterus,  now  exposed, 
presented  as  a  rounded  deep  abrasion,  over  an  inch  in  diameter, 
and  thickly  covered  with  rough  yellowish  tissue  very  sugges- 
tive of  caseating  changes.  In  separating  some  of  the  anterior 
adhesions  the  uterine  peritoneum  in  front  had  been  super- 
ficially torn  ;  in  consequence  of  this  there  was  free  oozing 
from  three  or  four  distinct  vascular  points.  Except  that  it 
was  somewhat  thickened  the  uterine  peritoneum  in  front 
appeared  healthy  ;  the  uterus  generally  was  enlarged.  The 
question  now  arose  as  to  what  was  the  best  procedure.  It 
was  manifestly  unwise  to  return  the  uterus,  in  its  above- 
described  condition,  inside  the  abdomen  ;  and  the  risks  of 
hysterectomy  seemed  too  great  after  the  already  length}- 
operation  which  the  patient  had  been  subjected  to.    From  the 
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family  history  of  tuberculosis,  the  patient's  history,  and  the 
appearance  of  the  uterus,  I  considered  it  advisable  to  remove 
the  appendages  on  the  right  side.  After  doing  this  in  the 
usual  way,  the  bleeding  from  the  vessels  in  the  anterior 
uterine  wall  was  arrested  by  ligation,  fine  silk  sutures  were 
passed  below  each  visible  vessel  ;  this  effectually  controlled 
the  haemorrhage.  An  actual  cautery  (furnished  by  heating  a 
bladder  sound  on  the  fire)  was  then  freely  applied  to  the 
yellowish  caseous  surface  on  the  upper  left  part  of  the  uterus. 

I  had  neglected  to  bring  any  transfixing  pins,  not 
anticipating  any  use  for  them.  I,  therefore,  obtained  two 
long  steel  knitting  needles  which,  after  disinfecting  them,  I 
used  to  fix  the  fundus  uteri  outside  the  abdomen. 

(Here  I  may  interpolate  that  there  was  no  pedicle  of  the 
tumour  to  be  seen  ;  the  space  between  the  close  uterine 
attachment  of  one  end  of  the  cyst  and  the  other  end  was  fully 
occupied  by  the  cyst,  surrounded  by  adhesions,  and  encapsuled 
in  the  broad  ligament ;  the  large  vessels  had  been  included  in 
the  ligatures  surrounding  the  Fallopian  tubes.  The  extra- 
abdominal  uterine  fixation  I  adopted  was  a  modification  of  a 
method  which  I  had  employed  on  a  i&w  occasions  in  extra- 
peritoneal treatment  of  the  pedicle  after  hysterectomy.) 

I  passed  first  one,  and  then  the  other  needle  through 
the  parietal  peritoneum  on  the  right  side,  then  superficially 
through  healthy  tissue  at  the  fundus  of  the  uterus,  and 
brought  the  pins  out  through  the  parietal  peritoneum  on  the 
left  side  of  the  abdomen.  The  uterus  was  therefore  suspended 
on  two  pins  passed  through  the  abdominal  peritoneum  and 
through  its  substance  ;  the  ends  of  the  pins  rested  on  the 
external  abdominal  wall.  I  next  encircled  the  base  of  the 
cauterised  caseating  surface  tightly  with  a  thick  chromic 
catgut  suture,  so  as  to  cut  off  communication  between  this 
portion  and  what  appeared  to  be  healthy  uterine  tissue. 

The  edges  of  the  parietal  peritoneum,  immediately  above 

and   below    the   partly  extruded   uterus,  were    then    stitched 

respectively  to  their  upper  and  lower  uterine  relations.     The 

abdominal  cavity  was  carefully  sponged.     The  parietal  peri- 
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toneum,  which  had  been  divided  above  the  uterus,  was  sutured 
by  a  continuous  suture  of  chromic  catgut,  the  other  superposed 
structures  in  the  abdominal  wall  were  brought  together  with 
interrupted  silkworm  gut  stitches.  A  glass  drainage  tube 
was  introduced  below  the  lower  uterine  margin,  deeply  into 
Douglas's  pouch.  One  suture  secured  the  whble  thickness  of 
the  divided  parietes  below  the  drainage  tube. 

On  completion  of  the  operation,  the  diseased  surface  of 
the  uterus,  part  of  the  healthy  fundus  of  the  right  side,  and  a 
portion  of  the  left  Fallopian  tube,  which  was  closely  adherent 
to  the  left  side  of  the  uterus,  were  left  outside  the  abdomen, 
slung  on  the  transfixing  pins. 

The  dressing  was  composed  of  iodoform  gauze,  and 
sterilised  sponge.  The  operation  was  a  difficult  and  tedious 
one,  owing  to  the  dense  adhesions;  it  lasted  nearly  one  and  a 
half  hours.  The  patient  was  returned  to  bed  in  good  condition. 

Examination  of  Specimen. — The  tumour  was  removed  en- 
tirely whole,  so  that  none  of  its  contents  could  have  entered 
the  peritoneal  cavity.  On  examination  it  proved  to  be  a  sup- 
purating ovarian  cyst  of  the  left  side.  Uterine  tissue  was 
demonstrated  microscopically,  on  its  wall  ;  indeed,  it  was  not 
possible  to  separate  the  cyst  wall  from  the  muscular  layer 
with  which  it  was  closely  intermixed.  There  were  no  micro- 
scopic appearances  of  bacilli  either  in  the  cyst  or  in  the 
right  appendages. 

Abstract  of  subsequent  Clinical  History. — August  i8.  Post- 
operation  temperature  97'6°;  pulse  72.  3.30  p.m.  One  and 
a  half  drachms  of  fluid  withdrawn  through  drainage  tube. 
10  p.m.  Temperature  g^'6°  ;  pulse  90. 

19th.  Had  i  gr.  of  morphia  hypodermically  during  pre- 
vious night.  Passed  flatus,  had  no  pain.  Some  pain  from 
flatus  which  was  relieved  by  turpentine  capsule  nix. 

20th.  Temperature  98'6' ;  pulse  86.  Some  vaginal  blood- 
stained discharge.  Magnes.  sulph.  and  enema  ordered,  if 
required. 

2 1  St.  Slight  distention.  Hydrarg.  subchlor.  gr.  iii.  followed 
by  magnes.  sulph.  Temperature  99'  ;  pulse  82.  Glass 
drainage  tube  removed  ;  rubber  drainage  tube  inserted 
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22nd.  Natural  micturition  ;  bowels  acted.  Both  pins 
removed,  no  oozing,  exit  and  entrance  points  touched  with 
tinct.  iodi.  Fundus  uteri  quite  fixed  to  abdominal  peritoneum, 
cannot  be  displaced  inward  by  pressure.  No  discharge  from 
tube,  but  on  aspiration  a  drachm  of  brownish  odourless  fluid 
was  withdrawn.  Temperature  99°  ;  pulse  92.  9  p.m.  Free 
action  of  bowels.    Temperature  986^  ;    pulse  92. 

24th.  Exposed  uterine  surface  much  smaller.  Evidently 
retracting.  No  tenderness  on  pressure,  no  discharge  from 
surface,  but  feels  moist.  Drainage  tube  removed.  Gauze 
drain  inserted  below  uterus.     Temperature  and  pulse  normal. 

25th.     Abdominal  stitches  removed. 

September  i.  Gauze  drain  now  almost  outside  abdomen, 
drain  cavity  being  closed. 

From  August  28  to  September  6  I  left  the  patient  in 
charge  of  Dr.  Mackenzie.  He  reported  her  progress  as  in  every 
way  satisfactory. 

September  6.  A  small  superficial  slough  removed  from 
exposed  uterine  surface. 

lOth.     Granulating  surface  dressed  with  lotio  rubra. 

1 2th.     Slight  discharge  from  granulations. 

1 8th.     Patient  downstairs. 

22nd.    Left  home. 

October  2.  Abdomen  now  quite  healed  with  exception  of 
a  narrow  superficial  line  about  \  of  an  inch  in  length ;  strong 
healthy  cicatrix.  Per  vaginam:  No  thickening  on  either 
side  of  pelvis.  Cervix  drawn  up.  Uterus  firmly  fixed  to 
anterior  abdominal  wall.     General  condition  excellent. 

4th.  Patient  returned  to  Ireland  to-day;  and  on  her 
arrival  wrote  stating  that  the  wound  is  wholly  healed,  and 
that  she  feels  very  strong  and  well. 

This  lady  is  now  (August,  1895)  in  thoroughly  good 
health,  "  better  than  she  has  been  for  years,"  to  use  her  own 
expression.  She  has  continued  perfectly  well  since  her 
operation. 

Remarks. — This  case  contains  so  many  points  of  interest, 
some  of  them  of  exceptional  interest,  that  it  would  require 
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even  greater  space  than  the  actual  clinical  account  has  al- 
ready occupied  to  discuss  these  exhaustively.  I  must,  there- 
fore, only  shortly  indicate  some  of  the  considerations  which 
seem  most  important. 

Etiology. — It  is  probable  that  there  was  at  one  time  a  septic 
salpingitis.  Whether  the  origin  of  this  was  due  to  any  post- 
partum condition  after  the  patient's  first  confinement  or  not 
cannot  be  determined.  Her  second  confinement  was  followed 
by  a  favourable  puerperium.  During  the  third  pregnancy 
she  was  ill,  and  subsequent  to  delivery  had  a  severe  cellulitic 
attack.  This  illness  continued  from  March  to  October,  1887. 
For  several  years  she  was  sterile,  and  in  August,  1893,  she 
again  became  pregnant  and  aborted  November  29,  at  the 
third  month  ;  this  abortion  was  followed  by  a  serious  illness 
which  only  ceased  in  February,  1894.  Six  months  later  there 
was  evidence  of  renewed  inflammation. 

It  is  practically  impossible  to  accurately  determine  when 
the  mischief  began,  but  certainly  there  is  a  strong  probability 
that,  for  nearly  seven  years  she  had  left-sided  disease  of  the 
appendages,  in  addition  to  the  ovarian  cyst.  Each  pregnancy 
increased  the  evil.  As  proved,  on  section,  the  right  appen- 
dages were  practically  healthy,  so  that  it  is  somewhat  difficult 
to  believe  that  the  chronic  salpingitis  of  the  left  tube,  evident 
on  operation,  resulted  from  a  septic  metritis.  After  severe 
septic  inflammation  involving  the  pelvic  viscera,  it  is  not 
pathologically  impossible,  but,  it  is  improbable,  that  only  one 
tube  should  become  affected,  and  the  other  remain  healthy ; 
or,  if  both  were  at  one  time  diseased,  that  one  should  become 
healthy  and  the  other  remain  chronically  affected. 

The  family  history  of  tuberculosis  rendered  the  etiology 
still  more  obscure.  All  that  can  be  said  is  that  we  were 
unable  to  find  proof  of  the  tubercular  nature  of  the  inflam- 
mation. 

Clinical  Considerations.  —  Turning,  now,  to  the  clinical 
features  of  the  case,  it  is  manifest  that  the  operative  proce- 
dure adopted  was  not  only  justified  but  necessary.  Those 
gynaecologists  who  pride  themselves  on  "conservative"  prac- 
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tice,  as  they  are  inclined  to  name  timorous  treatment,  might, 
by  waiting  indefinitely  in  this  instance,  have  been  rewarded 
by  the  cyst  burrowing  its  way  through  the  uterine  wall  and 
thus  discharging  itself.  But  how  anyone  could  have  diag- 
nosed this  extraordinary  condition,  and  still  more  difficult 
perhaps,  how  anyone  could  prognosticate  the  effect  of  per- 
mitting the  establishment  of  a  utero-cystic-broad-ligament 
fistula,  I  am  unable  to  determine.  If  the  condition  of  uterine 
inflammation  had  not  been  localised  by  the  close  adhesions 
surrounding  the  cyst,  one  would,  in  all  probability,  have  had 
to  deal  with  a  general  septic  metro-peritonitis.  And  that 
this  would  not  have  happened  before  the  cyst  had  perforated 
the  entire  uterine  wall  is  by  no  means  improbable. 

In  removing  the  appendages  on  the  right  side  I  was  in- 
fluenced greatly  by  the  history  of  tubercle  and  the  caseous- 
hke  surface  of  the  uterus.  Besides,  even  if  non-tubercular, 
with  a  weakened  uterine  wall  as  this  was  it  would  have  been 
most  prejudicial  to  the  patient's  safety  to  have  again  borne  a 
child   to  term  delivery. 

Instead  of  performing  hysterectomy  I  fixed  the  uterus 
outside  the  abdomen,  and  by  local  treatment  wholly  restored 
it  to  health.  The  method  employed  was  simply  an  extra- 
abdominal  ventro-fixation  of  the  uterus  by  acupressure.  I 
anticipated  the  necessity  of  a  subsequent  plastic  operation, 
but,  as  related  above,  nothing  of  the  sort  was  required. 

I  think  I  may  fairly  claim  that  this  case  illustrates  the 
true  principle  of  conservatism  in  abdominal  surgery — Cure 
the  patient  and  keep  her  well. 
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REPORTS   OF  SOCIETIES. 

New  York  Academy  of  Medicine;  Section  of  Obste- 
trics AND  Gynecology.  "  The  Evolution  of  Hys- 
terectomy IN  America."  Henry  C.  Coe,  M.D., 
Chairman,  March  28,  1895. 

Dr.  Ernest  W.  Gushing,  of  Boston  :  Although  the  first 
successful  operations  were  done  in  this  country,  yet  no  land 
can  claim  any  exclusive  distinction,  either  in  the  invention  or 
the  development  of  this  operation.  In  June,  1853,  the  first 
successful  hysterectom.y  was  performed  in  Massachusetts  by 
Burnham.  Shortly  after  this,  in  the  same  year,  Kimball  also 
performed  the  operation  successfully.  It  was  not  until  1863 
that  Koeberle  intentionally  undertook  the  removal  of  the 
uterus,  and  it  was  not  until  some  time  afterward  that  his 
method  was  introduced  into  America.  Following  the  analogy 
of  the  method  of  treating  the  stump  of  ovarian  tumours  then 
in  vogue,  Burnham  transfixed,  in  three  or  four  sections,  the 
stump  of  the  cervix  and  the  broad  ligaments,  tied  them  with 
interlocking  silk  ligatures,  and  brought  the  ends  of  the 
ligatures  out  into  the  abdominal  wound.  The  central  liga- 
tures closed  the  cervical  canal. 

In  those  pre-antiseptic  days,  it  was  only  those  who  were 
not  susceptible  to  sepsis  that  could  be  expected  to  recover, 
and  it  should  be  remembered  that,  in  those  days,  most  of  the 
tumours  operated  upon  were  of  enormous  size,  and  the  condi- 
tions were  such  that  few  operators  of  the  present  day  would 
care  to  undertake  the  operation.  The  high  mortality  rate 
made  the  profession  delay  the  operation  until  the  patient  was 
in  such  an  exhausted  condition  that  a  good  result  could 
hardly  be  expected,  and   the  long  delay   insured  a  terrible 
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mortality.  This  vicious  circle  has  been  done  away  with  in 
recent  times.  The  period  from  1875  to  1888  was  one  in 
which  the  advocates  of  hysterectomy  were  greatly  dis- 
couraged, and  the  attention  of  gynaecologists  was  directed  to 
other  methods.  Cutter,  about  1873,  introduced  the  method 
of  treating  uterine  tumours  with  strong  currents  of  electricity, 
and  Kimball  associated  himself  with  Cutter.  He  appears 
from  this  time  on  to  have  abandoned  hysterectomy.  In  1876 
Trenholme,  of  Montreal,  first  removed  the  uterine  appendages 
for  relief  of  the  symptoms  of  uterine  fibroids.  At  the  Seventh 
International  Congress  in  18S1,  Battey  reported  fifty  oopho- 
rectomies done  with  good  result,  for  this  indication.  Marcy, 
at  the  same  time,  reported  an  improved  method  of  transfixing 
the  stump,  and  securing  it  in  the  wound  by  an  elaborate 
series  of  interlocking  animal  sutures.  During  the  next  eight 
years  this  method  was  used  by  him,  and  by  several  other 
surgeons,  including  the  writer,  until  the  method  of  tying  the 
uterine  arteries  by  continuity  was  introduced. 

In  February,  1888,  Dr.  Mary  A.  Dixon  Jones  resuscitated 
the  Freund  operation.  About  this  time  the  extra-peritoneal 
operation  was  quite  generally  accepted  by  the  profession. 
Dr.  Lewis  A.  Stimson,  of  New  York,  then  introduced  a 
feature  which  caused  most  operators  to  abandon  this  method. 
On  January  9,  1889,  he  read  a  paper  before  the  New  York 
Surgical  Society  on  "  Ligation  of  the  Uterine  Arteries  in 
Continuit}'."  This  method  of  operating  at  once  attracted 
the  attention  of  a  great  many  in  the  profession.  Eastman, 
of  Indianapolis,  devised  a  method  of  total  hysterectomy  by 
lifting  the  cervix  well  up  on  a  staff.  In  August,  1890,  he 
demonstrated  his  method  before  the  International  Congress 
at  Berlin,  where  Martin  was  already  operating  since  1888, 
but  without  the  staff.  The  staff  was  exceedingly  useful  until 
the  Trendelenburg  posture  was  introduced  into  this  country. 
In  October,  1891,  Joseph  Price,  stated  that  he  had  operated 
upon  two  cases  by  opening  up  the  anterior  and  posterior 
vaginal  fornices,  and  had  passed  up  clamps  from  below,  and 
applied  them  to  the  broad  ligaments  ;  nevertheless,  as  a  rule, 
he  adopted  the  extra-peritoneal  method  of  Bantock. 
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Dr.  Emmet,  in  1884,  published  in  his  book  the  report  of  a 
case  in  which  the  peritoneum,  with  the  bladder,  was  reflected 
from  the  uterus,  anteriorly  and  posteriorly,  the  cervix  tied  off, 
and  a  hood  of  bladder  carried  over  it,  so  as  to  shut  the  stump 
out  of  the  peritoneal  cavity.  Dr.  A.  Palmer  Dudley  as  early 
as  1884  had  operated  by  substantially  the  method  of  Marcy. 
Goffe's  method  of  covering  over  the  cervix  with  a  peritoneal 
flap  resulted  in  an  accumulation  of  pus  in  the  cervical  canal, 
and  a  rise  of  temperature  on  the  third  day.  In  every  case  it 
became  necessary  to  dilate  the  canal  and  evacuate  the  pus. 
This  indicated  the  weak  point  in  the  intra-peritoneal  method. 
Trendelenburg's  posture  was  first  recommended  to  the  profes- 
sion in  America  by-  Dr.  Florian  Krug,  who  performed  the 
first  total  hysterectomy  in  this  way  on  May  13,  1890, 

In  the  summer  of  1S92,  at  the  meeting  of  the  American 
Gynaecological  Society,  the  papers  of  Polk,  of  New  York, 'and 
Baer,  of  Philadelphia,  brought  about  a  sudden  and  almost 
dramatic  revulsion  of  opinion  in  regard  to  total  hysterectomy. 
Ever  since  the  International  Congress,  in  1890,  there  had 
been  a  feeling  that  a  change  was  coming.  Polk  described  his 
operation  as  a  modification  of  Stimson's.  He  presented  the 
histories  of  seventeen  cases  of  hysterectomy  for  myoma,  with 
two  deaths.  Baer  followed  with  a  paper  on  supra-vaginal 
hysterectomy,  without  ligature  of  the  cervix,  in  operating  for 
uterine  fibroids.  He  reported  nine  cases,  all  successful.  In- 
stead of  removing  all  of  the  cervix,  he  cut  away  all  of  the 
supra-vaginal  portion.  The  novelty  of  this  method  seems  to 
consist  in  performing  Chrobak's  operation  without  disinfect- 
ing the  cervix.  The  chief  factor  in  popularising  the  new 
method  of  operating,  I  think,  was  the  introduction  of  the 
Trendelenburg  posture. 

The  number  of  cases  in  which,  after  a  thorough  removal 
of  the  appendages  for  pyo-salpinx,  the  patients  still  suffer 
from  symptoms  referable  to  the  uterus  is  so  small  that  many 
still  prefer  not  to  complicate  the  original  operation  by  adding 
the  removal  of  the  uterus.  In  the  removal  of  small  fibroids 
and  adherent  retroverted  uteri,  general  surgeons  usually  prefer 
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to  enter  the  abdomen  from  above,  whereas  the  gynaecologists 
are  more  apt  to  recognise  the  advantages  of  entering  from 
below,  although  it  is  admittedly  the  more  difficult  method. 

In  summing  up  the  contributions  to  the  history  of  hyste- 
rectomy in  America,  I  would  not  ignore  the  vast  influence  of 
European  surgery  on  our  art  in  this  country  ;  but  it  should  be 
remembered  that  different  workers  may  devise  the  same 
methods  entirely  independently  of  each  other,  particularly 
when  these  methods  have  been  published  in  foreign  languages 
unfamiliar  to  other  busy  workers,  America  has  not  only 
given  hysterectomy  to  the  world,  but  it  has  taken  an  active 
part  in  the  development  of  the  technique  of  the  operation. 

I  have,  by  a  circular-letter,  obtained  the  statistics  of  forty- 
one  operators.  The  whole  number  of  abdominal  hysterecto- 
mies collected  is  1,384,  with  a  mortality  of  I4"8  per  cent.  By 
the  extra-peritoneal  method  there  were  478  operations,  with 
65  deaths,  or  I4"5  per  cent.  ;  by  the  older  forms  of  intra-peri- 
toneal  treatment,  104  cases  with  a  mortality  of  18  per  cent. — 
or  eliminating  imperfect  records,  37  cases,  with  13  deaths,  or 
35*1  per  cent.  ;  and  by  the  modern  forms  of  intra-peritoneal 
treatment,  238  cases,  with  25  deaths,  a  mortality  of  iO'5  per 
cent.  There  were  299  total  abdominal  extirpations  for 
myoma  or  other  tumours,  excluding  cancer,  with  43  deaths, 
or  I4"4  per  cent.  There  were  91  abdominal  extirpations  for 
cancer,  with  a  mortality  of  26'3  per  cent.,  and  52  abdominal 
extirpations  for  salpingitis^  with  8  deaths,  or  i5'4  per  cent. 
Contrasting  the  extra-peritoneal  supra-pubic  hysterectomies 
for  myoma,  with  the  abdominal  total  extirpations  for  the 
same  condition,  we  find  that  by  the  former  method  there 
were  448  operations  performed,  with  a  mortality  of  I4'5  per 
cent.,  and  by  the  latter,  in  299  cases,  the  mortality  was  i4-4 
per  cent. 

Dr.  Lewis  A.  Stimson  :  The  history  of  this  operation  has 
been  placed  before  us  with  an  accuracy  and  thoroughness 
which  leave  little  or  no  opportunity  for  correction  or  criticism  ; 
and  as  the  paper  deals  almost  solely  with  the  history  and 
development  of  the    operation,  it  would   scarcely   be  proper 
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now  to  raise  any  of  the  many  questions  that  cluster  about  it. 
Perhaps  a  word  may  be  allowed  regarding  the  relative  advan- 
tages of  the  abdominal  and  vaginal  operations.  I  must 
premise  by  saying  that  I  have  never  done  the  vaginal  opera- 
tion. Although  the  reported  operations  certainly  indicate  a 
flattering  measure  of  success,  I  cannot  but'  feel  that  the 
vaginal  operation  does  not  offer  equal  opportunities  for 
thorough  and  safe  work,  in  certain  classes  of  cases,  with  the 
abdominal  operation.  I  do  not  believe  that  the  abdominal 
operation  is  intrinsically  much  more  dangerous  than  the 
vaginal  operation,  and,  even  if  it  should  be,  I  think  there  is  a 
compensating  advantage  in  the  much  greater  accuracy  of  the 
abdominal  method. '  This  would  seem  to  be  true  in  all  cases 
of  malignant  disease,  or  of  suppurative  disease  with  adhesions 
of  uncertain  extent  and  character.  My  inclination  is  to  per- 
form hysterectomy  mainly  for  malignant  disease,  and  in 
cases  of  myoma  in  the  middle-aged,  I  have,  of  late,  substituted, 
in  an  increasing  proportion  of  cases,  the  simple  removal  of  the 
ovaries.  The  isolated  ligature  of  the  uterine  artery,  to  which 
such  kind  reference  has  been  made,  was  simply  the  application 
to- hysterectomy  of  a  general  surgical  principle,  the  use  of  the 
clean  ligature  of  the  artery,  instead  of  the  ligature  en  masse, 
which  should  always  be  avoided  when  practicable.  No  special 
dexterity  or  anatomical  knowledge  is  necessary  to  ligate  the 
uterine  artery  in  continuity.  If  any  difficulty  is  found  in 
seeking  it  through  the  broad  ligament,  it  can  be  reached  by 
passing  down  between  the  cut  layers  of  the  broad  ligament, 
after  securing  the  ovarian  arteries  and  cutting  across  the 
ligament. 

Dr.  Baldy,  of  Philadelphia :  The  paper  states  that  Polk 
first  suggested  to  the  profession,  in  1893,  the  advisability  of 
removing  the  uterus  in  cases  of  pelvic  inflammation  where 
both  ovaries  were  to  be  sacrificed,  and  that  I  had  followed 
him  in  1894,  urging  the  same  procedure.  Dr.  Polk's  first 
paper,  in  which  the  operation  had  been  done  designedly,  and 
in  which  he  urged  the  procedure  as  a  proper  one,  was  read  in 
New  York,  October  3,  1893.     On  October  5,  1893,  I  read  my 
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first  paper  on  the  subject  in  Philadelphia.  My  paper  was  pub- 
lished in  November,  Polk's  in  December.  It  will  be  seen  that 
the  production  of  the  two  papers  was  almost  identical  as  to 
time,  although  mine  appeared  in  print  one  month  earlier  than 
his. 

In  giving  the  statistics  of  hysterectomy  for  pelvic  inflam- 
matory disease,  the  mortality  was  stated  in  the  paper  to  be  in 
the  neighbourhood  of  13  per  cent.,  whereas  a  paper  presented 
by  Dr.  Pryor,  in  which  the  statistics  from  several  operators 
were  presented,  gave  a  mortality  of  a  little  over  3  per  cent. 
This  would  seem  to  me  to  be  much  more  nearly  the  correct 
figure. 

I  believe  that  practically  the  two  methods  of  amputation 
and  complete  removal  are  one  and  the  same  operation.  In 
doing  the  amputation  properly,  all  the  important  structures 
are  removed,  only  a  small  portion  of  the  intra-vaginal  cervix 
being  left  behind.  It  would  seem  to  me  that  in  pus  cases  it 
is  a  great  advantage  to  open  up  as  little  connective  tissue 
as  possible.  If  this  be  so,  then  amputation  must  take  pre- 
cedence over  complete  removal,  for  it  involves  little  more 
traumatism  than  double  ovariotomy.  Moreover,  an  amputa- 
tion can  be  done  five  or  ten  minutes  quicker  than  the 
complete  removal  by  the  same  operator. 

Dr.  W.  M.  Polk  :  In  former  times  large  ovarian  tumours 
were  the  rule,  and  there  were  many  adhesions,  and,  under 
those  circumstances,  operation  through  the  abdominal  wall 
was  necessary ;  but  now  these  large  ovarian  tumours  are 
rarely  seen.  The  same  suggestion  applies  to  fibroid  tumours. 
The  small  fibroid  tumours,  I  feel  sure,  can  be  removed  as 
well  from  below  as  from  above,  provided  the  operator  has  the 
necessary  patience.  Tumours  extending  to  the  umbilicus, 
and  even  above,  may  be  removed  by  the  lower  operation.  I 
still  feel  that  whenever  a  woman  loses  her  ovaries,  she  will  be 
better  off  if  she  lose  the  uterus  at  the  same  time,  provided  the 
removal  of  the  uterus  is  not  likely  to  prove  fatal.  This 
opinion  is  based  on  a  large  experience,  in  which  I  have 
learned  that  a  woman  who  has  a  uterus  and  no  ovaries,  is  not 
a  well  woman. 
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Dr.  Florian  Krug  :  I  cannot  agree  with  Dr.  Baldy  that  in 
suppurative  cases  it  is  wise  to  leave  a  portion  of  the  cervix. 
It  is  just  in  these  cases  that  I  prefer  to  open  the  vagina  as 
widely  as  possible,  and  establish  free  drainage  through  the 
natural  channel.  Of  course,  this  channel  is  properly  sterilised 
before  the  operation. 

Dr.  Edwin  Ricketts,  of  Cincinnati :  As  to  what  is  the  best 
procedure  in  doing  a  hysterectomy,  I  think  is  not  settled. 
There  are  some  cases  in  which  total  extirpation  is  the  proper 
procedure,  and,  on  the  other  hand,  there  are  those  in  which 
supra-pubic  operation  is  the  best.  Anaesthetics  do  not  go  well 
with  all  patients,  and  the  operator  is  the  one  to  judge,  after 
he  has  opened  the  abdomen,  as  to  which  procedure  is  the 
better.  With  an  infected  uterus,  curetting,  with  or  without 
total  extirpation,  is  to  be  considered. 

Dr.  A.  H.  Goelet  :  It  seems  to  me  that  some  one  should 
oppose  these  indications  for  hysterectomy,  and  say  that  it 
should  not  be  done  for  the  relief  of  symptoms,  when  other 
and  safer  methods  can  be  employed.  I  have  thus  far  limited 
my  hysterectomies  to  such  interstitial  growths  as  by  their 
enormous  size  produce  inconvenience,  and  to  growths  which 
have  undergone  degenerative  changes,  and  there  is  nothing 
else  to  be  done  ;  but  certainly  haemorrhage,  pressure  symp- 
toms, pain,  and  discomfort  may  be  relieved,  not  only  by  local 
treatment,  but  by  the  less  serious  operation  of  ligation  of  the 
uterine  arteries.  If  the  tumour  be  pedunculated,  it  may  be 
removed  with  perfectly  satisfactory  result  without  taking 
away  the  uterus.  In  young  women  under  30  years  old, 
hysterectomy  for  the  relief  of  symptoms  is  certainly  not 
justifiable. 

Dr.  Gushing  :  I  have  received  favourable  reports  from  a 
number  of  gentlemen  who  are  ligating  the  uterine  arteries. 
Personally,  however,  I  would  feel  that  if  I  could  ligate  the 
uterine  artery — at  least  in  the  case  of  tumours  of  moderate 
size,  which  could  then  be  removed  by  morcellation — I  would 
have  performed  nearly  the  whole  operation.  I  use  vaginal 
hysterectomy  for  adherent  retroversion,  and  for  small  fibroids, 
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and  other  conditions  where  many  other  operators  are  using 
the  abdominal  operation  ;  and,  therefore,  my  statistics  of  the 
abdominal  operation  represent  graver  cases,  and  are  some- 
what worse  than  those  of  some  others,  who  do  not  employ 
vaginal  hysterectomy. 

British  Medical  Association  Annual  Meeting 
August,  1895.  Section  of  Obstetrics  and  Gyn.-e- 
coLOGY,  The  Early  Diagnosis  of  Malignant 
Disease  of  the  Uterus,  and  the  Treatment  by 
Partial  or  Total  Excision. 

Mr.  Knowsley  Thornton  opened  a  discussion  upon  the 
Early  Diagnosis  of  Malignant  Disease  of  the  Uterus,  and  the 
Treatment  by  Partial  or  Total  Excision.  He  laid  especial 
stress  upon  the  great  importance  of  early  diagnosis  by  prac- 
titioners. It  was  in  their  hands  especially  that  advance  in 
diagnosis  lay.  He  advocated  supravaginal  amputation  in 
carcinoma  and  epithelial  cancer  of  the  vaginal  portion. 
Operation  in  hopeless  cases  was  especially  deprecated,  and 
stress  laid  upon  the  surgical  rule  that  operations  for  malig- 
nant disease  should  only  be  performed  when  the  whole 
disease  can  be  removed.  In  the  discussion  Professor  Martin 
(Berlin),  Professor  Pozzi  (Paris),  Professor  Lusk  (New  York), 
Dr.  Play  fair,  Mrs.  Scharlieb,  Professor  Cameron  (Glasgow), 
Professor  Sinclair  (Manchester),  Dr.  More  Madden  (Dublin), 
Mr.  Taylor  (Birmingham),  Dr.  Campbell,  Mr.  Bowreman 
Jessett,  Dr.  William  Duncan,  Dr.  Smyly  (Dublin),  Dr.  Donald 
(Manchester),  Dr.  Spencer,  Dr.  Smith,  Dr.  Hayes,  Dr. 
Amand  Routh,  and  Dr.  Heywood  Smith  took  part.  The 
majority  of  the  speakers  favoured  total  extirpation  of  the 
uterus,  and  they  all  agreed  as  to  the  importance  of  early 
diagnosis. 

Very  little  was  added  to  the  current  knowledge  on  the 
subject,  despite  the  eminence  of  many  of  the  speakers,  and 
the  large  number  who  took  part  in  the  debate. 

The  weight  of  opinion  was  almost  unanimously  in  favour 
of  total  extirpation.  L.  N. 
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Soci]fiT^  Obstetricale  et  Gyni^cologique  de  Paris, 
Seance  du  Jeudi,  g  Mar.,  1894.  Introduction  TO 
Discussion   on  Intra-uterine  Treatment  by  Dr. 

PiCHEVIN. 

About  1887  the  indications  and  contra-indications  for 
curetting  the  uterus  were  practically  settled.  Inflammation 
of  the  uterine  mucous  membrane  was  treated  by  abrasion  by 
Recamier's  method.  It  was  unanimously  agreed  that  curetting 
should  not  be  used  when  inflammatory  lesions  about  the 
uterus  were  made  out.  When  a  lesion  of  the  adnexa  was 
diagnosed,  bi-lateral  ablation  of  the  ovary  and  the  tube  was 
practised.  Prudent  and  conscientious  surgeons,  expert  gynae- 
cologists and  judicious  physicians  soon  convinced  themselves 
that  removal  of  the  appendages  was  sometimes  proposed 
and  carried  out  too  precipitately.  It  was  noticed  that 
certain  cases  which  seemed  to  require  laparotomy  recovered 
spontaneously.  Rest  in  bed,  removal  of  all  sexual  excite- 
ment, warm  rectal  and  vaginal  irrigations,  antiseptic  tam- 
ponade of  the  vagina,  with  or  without  elastic  compression  of 
the  abdomen,  and  turning  upon  the  belly  have  enabled 
patients  suffering  from  slight  peri-uterine  inflammatory 
attacks  to  escape  the  loss  of  their  appendages.  Operators, 
themselves,  recognised  that  it  was  better  to  preserve  the 
appendages  on  one  side  in  certain  diseases.  Pippinskold  in 
1880  touched  cysts  in  sclerosed  ovaries  with  Paquelin's 
cautery.  Polk  separated  the  adhesions  binding  the  appen- 
dages. Martin  insisted  upon  the  possibility  of  preserving  the 
ovary  and  the  tube  of  one  side.  This  was  done,  and  some 
patients  became  pregnant  afterwards.  Martin  and  Schultze, 
of  Jena,  then  resected  the  Fallopian  tube  in  addition  to  the 
ovary  and  obtained  encouraging  results.  Walton  in  1887 
published  his  treatment  of  pelvi-peritonitis  by  forcible  dilata- 
tion of  the  uterus  and  curetting.  He  finished  with  a  tampo- 
nade of  iodoform  gauze.  This  method  of  treatment  was 
opposed  vigorously.  Dold'ris  in  1888  described  his  intra- 
uterine treatment   for  the    cure    of  parametritis  as  follows : 
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gradual  dilatation  with  laminaria  tents,  then  with  sponge  tents 
careful  curetting  and  uterine  drainage  with  antiseptic  gauze. 

Gottschalk  practised  the  same  treatment  except  that  he 
dilated  the  cervix  by  Vulliet's  method. 

All  these  authors  claimed  cures  of  salpingo-oophoritis  and 
Walton  claimed  to  have  obtained  evacuation  of  tubal 
collections. 

In  America  the  partisans  of  dilatation  and  drainage  are 
numerous.  The  theoretical  reasons  which  have  been  invented 
to  explain  the  good  effects  of  this  method  of  treatment  are: — 

(i)  Opening  up  of  the  uterine  walls  to  the  level  of  the 
internal  os,  which  is  enlarged  and  freed  from  obstruction  by 
dilatation  and  curettage. 

(2)  Increase  of  the  current  existing  between  the  tube  and 
the  uterus  by  two  causes  :  {a)  aspiration  from  the  uterine 
cavity  dilated  to  its  maximum  ;  {p)  raised  tension  in  the 
tube. 

(3)  Excitation  of  the  contractility  of  the  muscular 
apparatus  of  the  tube  and  uterus  by  dilatation,  curetting  and 
injections. 

(4)  Decongestion  of  the  pelvic  organs. 

(5)  Sterilisation  of  the  uterine  cavity  by  antiseptics,  which 
act  locally,  and  also  upon  the  infectious  nuclei  situated  at  a 
distance,  by  the  lymphatics. 

(6)  A  kind  of  massage  by  the  different  manoeuvres  (dila- 
tation, curetting,  drainage,  and  injections). 

The  detractors  of  intra-uterine  therapeutics  supposed  that 
this  treatment  only  applied  to  encysted  collections  in  the 
tubes,  and  that  it  had  only  one  aim,  viz.,  to  obtain  evacuation 
of  encysted  salpingites.  Of  its  action  on  catarrh  or  purulent 
salpingitis,  on  the  tubes  and  ovaries  when  inflamed,  on  the 
parametrium,  and  on  the  peritoneum  enveloping  these 
structures,  there  was  nothing  said  although  cases  of  cure 
had  been  published. 

Terrillon  said  "  the  evacuation  of  a  hydro-salpinx  or  a 
pyo-salpinx  is  impossible.  The  complete  obstruction  of  the 
two  ends  of  the  tube   constitutes    the  absolute  cause  of  the 
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retention."  Bland  Sutton  comes  to  the  same  conclusion. 
Pozzi  declares  that  the  hope  of  evacuating  a  tubal  collection 
in  this  way  is  theroretical.  "  The  improvement  and  cures 
observed  after  this  treatment  are  certainly  in  connection  with 
serous  peri-salpingitis  mistaken  for  pyo-salpinx." 

Spontaneous  Evacuation. — Proof  from  old  observations, 
that  hydro-salpinx  intermittens,  hydrops  tubae  apertae  and 
hydrops  tubae  profluens  are  realities,  is  seen  from  the  works  of 
Laumonier  (1782),  Frank  (1810),  Scanzoni,  Barnes,  Churchill, 
Schroeder,  Martin.     Bandl  has  collected  a  series  of  cases. 

Clinical  proof  is  seen  frequently.  When  a  fluctuating 
tumour  at  the  side  of  the  uterus  diminishes  on  pressure,  and 
at  the  same  time  pus  escapes  from  the  uterus,  we  are  justified 
in  saying  that  a  tubal  collection  is  escaping  by  the  natural 
channels. 

Pus  has  been  squeezed  out  of  a  pyo-salpinx  into  the 
uterus  after  opening  the  abdomen. 

Landau  has  shown  that  complete  obliteration  of  the 
uterine  end  of  the  tube  is  not  the  absolute  cause  of  tubal 
retention.  After  dilatation  and  curetting  large  quantities  of 
pus  have  escaped  from  the  uterus,  and  lateral  swellings  have 
disappeared  which  from  history  and  position  were  evidently 
pyo-salpinges. 

Explanation  of  Distension  of  the  Fallopian  Tubes. — When 
we  study  the  uterine  ostium  it  is  found  to  be  made  by  the 
longitudinal  bands  of  the  tubes  of  which  three  or  four  are 
left  here.  They  swell,  and  the  lower  fold  is  practically 
wedged  in  between  the  two  upper  folds.  There  is  also  at 
times  a  circular  fold.  Consequently  a  simple  thickening  of  the 
mucous  membrane  suffices  to  obstruct  the  orifice.  Epithelial 
desquamation,  necrosis  of  the  cells,  and  diminution  of  the 
congestion,  suffices  on  the  other  hand  to  re-establish  its  per- 
meability. Alban  Doran  showed  this  histologically  in  a  work 
quite  unrelated  to  the  present  subject. 

At  times  the  tube  is  obstructed  also  by  kinking.  It  is  thus 
apparent  that  the  combined  muscular  contraction  of  the  tube, 
an  increased  intra-tubal  tension  and  the  straightening  of  kinks 
may  be  sufficient  to  open  the  ostium  uterinum. 
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Failicre,  causes  of:  (i)  Bad  and  incompleted  operative 
procedures.  The  fundus  must  be  dilated,  and  not  simply  the 
cervix  ;  Sim's  sponge  tents  are  the  best ;  drainage  must  last 
some  time  ;  the  curetting  should  be  done  a  fortnight  before 
the  period ;  dilatation  should  be  continued  with  until  the 
second  period  after  curetting.  (2)  Causes  resident  in  the 
lesions  themselves  ;  many  of  these  lesions  are  incurable,  and 
they  are  all  very  apt  to  recur  ;  old  sclerosed  tissues  do  not 
return  to  their  former  pliability  at  once. 

Contra-indications. — Although  the  evacuation  of  pus 
collections  is  proved  possible  it  is  not  advisable  by  this  method. 
Hence  pyo-salpinx,  suppurating  parametritis,  haemato-salpin.x, 
ectopic  gestation,  tubercular  salpingitis  are  not  suitable. 
Munde,  Edebohls,  and  Landau  practise  vaginal  puncture  as 
a  diagnostic  aid,  and  it  is  sometimes  curative. 

This  treatment  is  not  of  the  same  value  in  hospital 
practice  because  the  patients  cannot  spare  the  time,  nor  can 
hospitals  spare  the  beds.  Still,  it  may  be  of  great  value  in 
recent  cases  if  the  gynaecologist  remembers  to  dilate  the 
fundus  uteri  and  not  the  cervix  alone. 

Fred  Edge. 


VOL.  XI. — NO.  42.  15 


2 1 8  Editorial. 


EDITORIAL. 

The  Operation  of  the  Future  for  Pelvic  Disease. 

There  can  be  no  two  opinions  that  the  field  of  abdominal 
surgery  for  the  treatment  of  diseases  of  the  female  appen- 
dages has,  within  recent  times,  become  considerably  modified. 
Between  the  Rip  Van  Winkle  somnolence  of  thirty  to  forty 
years  ago  and  the  pronounced  furor  operativiis  of  ten  years 
ago,  there  now  appears,  in  striking  contrast  to  both,  a  present 
anxiety  to  recognise  the  responsibility  of  undertaking  opera- 
tions unnecessarily,  of  determining  which  procedure  of  several 
will  give  the  best  permanent  results  with  the  least  risk  of 
mortality,  and  above  all  with  conscientious  men  the  resolve 
not  to  shirk  their  duty  when  it  is  once  clearly  established  that 
operation  only  will  secure  the  patient's  complete  recovery. 
Even  to-day  a  distinguished  obstetrician  is  pleased  to  refer 
to  the  "  so-called  gynaecology  "  that  "  in  later  days  has  been 
evidencing  the  greatest  activity."  When  so  avowedly  con- 
servative an  obstetrician  as  the  president  of  the  obstetric  and 
gynaecological  section  at  the  recent  meeting  of  the  British 
Medical  Association  finds  himself,  with  all  the  prejudices  of 
the  past,  still  willing  to  admit,  after  he  has  summarised  many 
matters  of  evolutionary  gynaecology,  that  "  in  most,  or  all,  the 
modes  of  treatment  there  is  probably  some  utility,  if  properly 
limited  and  applied  in  well  selected  cases  "  there  is  ground  for 
belief  that  the  surgical  triumphs  of  gynaecology  have  forced 
the  more  purely  medical  methods  of  treatment  to  be  regarded 
as  of  less  value  than  operative  methods  which  have  been  so 
severely,  and  in  many  instances  so  unjustly,  criticised  and 
hindered  by  men  who  have  had  opportunities  of  acquainting 
themselves  fully  with  the  benefits  operation  alone  will  secure. 
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It  is  curious  to  find  that  fashion  dominates  medical 
practice  as  decidedly  as  it  does  the  phases  of  general  life. 
The  fashion  at  present  is  to  avoid  laparotomy  as  much  as 
possible,  and  to  enter  the  abdomen  per  vaginam  for  many 
diverse  pelvic  affections.  Curetting,  which  became  a  well- 
recognised  method  of  treating  various  uterine  conditions  in 
1887,  is  now  in  London  referred  to  as  "  new  in  fashion." 
This  is  probably  justified  so  far  as  London  is  concerned,  for 
it  is  remarkable  that  "  new  "  operations  are  rarely,  or  ever, 
taken  up  con  amove  by  the  average  London  gynaecologist, 
until  his  brethren  from  Berlin,  Paris,  New  York,  or  Chicago, 
have  worked  out  the  problem,  and  shown  him  what  to  do. 
The  ethical  questions  involved  may  have  much  importance, 
but  it  is  not  from  ethics,  not  from  any  pre-conceived  idea  of 
maintaining  certain  surgical  traditions,  not  from  the  close 
imitation  of  this  or  that  surgeon  or  physician,  not  from  the 
hope  of  fame,  or  increase  in  wealth,  that  true  service  to 
humanity  springs.  It  is  always,  and  ever  will  be,  the  restora- 
tion of  the  patient  to  health  which  should  direct  and  dominate 
every  action  of  those  who  act  as  priests  of  yEsculapius. 

In  this  spirit,  then,  we  approach  the  consideration  of  the 
future  operative  treatment  of  pelvic  disease.  In  1891,  mainly 
owing  to  the  advocacy  and  practice  of  Pean,  a  marked  change 
in  practice  was  introduced.  It  had  been  observed  that 
abdominal  section  was,  although  immediately  successful 
frequently  followed  by  hernias,  faecal  fistulas,  suture  abscesses, 
&c.,  which,  in  great  measure,  nullified  the  good  result  or 
protracted  the  patient's  convalescence.  Prior  to  iSgi,  how- 
ever, opinion  was  by  no  means  unanimous  that  all  cases  of 
diseased  appendages  requiring  operation  should  be  treated 
by  abdominal  section.  Sanger  advised  and  practised  vaginal 
coeliotomy  with  a  view  to  the  cure  of  uterine  displacements 
mainly,  but  also  utilised  this  method  in  treating  diseased 
appendages.  In  a  discussion  at  the  British  Gynaecological 
Society,  in  December,  1888,  on  pyo-salpinx,  Japp  Sinclair 
and  Routh  advocated  the  vaginal  treatment  of  intra-pelvic 
pus    collections.     Sinclair  related   a  case    of   abscess  of   the 
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ovary,  in  which  there  was  a  cyst  of  considerable  size.  The 
cyst  was  sutured  to  the  wound  after  abdominal  section  and 
washing  out,  but  the  patient  died.  Since  then,  he  said,  he 
had  operated  through  the  vagina  in  every  case  when  there 
were  adhesions.  After  ascertaining  the  presence  of  pus  by 
the  aspirator  he  would  incise  and  drain.  He' thought  it  was 
a  dangerous  doctrine  to  teach  practitioners  that  abdominal 
section  was  the  only  proper  treatment  in  every  case.  He 
further  explained  that  when  there  were  firm  adhesions  of  an 
abscess  sac  to  the  pelvic  floor,  such  cases  should  be  regarded 
as  exceptions  to  the  treatment  by  abdominal  section. 

Over  80  per  cent,  of  women  requiring  removal  of  the 
appendages  have  been  affected  with  gonorrhoea.,  and  these  are 
the  cases  which  are  specially  liable  to  become  subjects  of  pyo- 
salpinx.  Jacobs,  of  Brussels,  advocates  total  ablation  of  the 
uterus  and  appendages  when  any  operation  is  attempted  ;  he 
holds  that  as  the  disease  has  infected  the  uterus  it  would  be 
improper  to  remove  the  appendages  and  leave  the  uterus  as 
a  source  of  subsequent  infection.  It  is  difficult  to  realise  that 
total  removal  of  the  uterus  is  a  necessity  in  every  such  case. 
If  the  diseased  appendages  were  removed  through  the  anterior 
vaginal  fornix,  and  the  uterus  thoroughly  curretted  and 
treated  by  carbolic  acid  and  drainage,  it  is  improbable  that 
the  case  would  not  recover  equally  well,  and  the  risk  of 
the  operation  would  presumably  be  less.  In  140  cases  of 
total  extirpation  by  the  vagina  Jacobs  had  a  mortality  of 
only  i'4  per  cent.  But  these  operations  were  not  all  under- 
taken for  purulent  tubes  and  gonorrhoeal  metritis. 

Vaginal  extirpation  of  the  appendages  may  of  course  be 
performed  without  uterine  extirpation.  Fibroids  of  medium 
size,  small  ovarian  cysts,  large  ovarian  cysts  without  adhesions, 
and  parovarian  cysts  may  be  mentioned  as  suitable  cases  for 
the  vaginal  operation. 

Alfred  Dlihrssen,  ,,Gusserow,  Aug.  Martin,  and  others  in 
Germany  have  warmly  advocated  pelvic  exploration  by  the 
vaginal  in   preference  to  the  abdominal  route. 

Dlihrssen  at  first  employed  the  anterior  vaginal  entrance 
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to  the  peritoneal  cavity  for  the  purpose  of  vagino-fixation  of 
the  retro-displaced  uterus  ;  but  finding  the  advantages  of 
operating  in  this  way  to  be  considerable — for  the  risks  of 
shock  and  sepsis  seem  greatly  less,  and  instead  of  a  fort- 
night or  three  weeks  in  bed  with  a  subsequent  week  or  more 
of  post-operation  convalescence,  patients  are  usually  in  bed 
even  after  total  vaginal  extirpation,  for  only  eight  to  nine 
days — he  adopted  "  vaginal  coeliotomy  "  for  fibroids,  ovarian 
tumours,  and  diseased  appendages.  In  the  latter  the  limit  of 
the  operation  is  that  it  must  be  feasible  to  draw  the  appen- 
dages into  the  vagina,  otherwise  it  will  be  better  to  attack  the 
site  of  disease  from  the  abdomen.  Of  fifty  cases  of  fibroids, 
ovarian  tumours,  and  appendage  cases  thus  treated,  there  was 
no  fatality  nor  any  disturbance  from  sepsis.  With  respect  to 
the  safety  of  opening  the  anterior  fornix  and  thus  entering 
the  abdominal  cavity,  Dtihrssen  tells  us  that  he  has  tested 
this  by  250  cases  ;  so  that,  at  any  rate,  as  a  means  of  explora- 
tion it  is  probable  this  procedure  may  shortly  be  preferred 
to  abdominal  exploration  in  cases  which  justify  diagnostic 
section.  Martin  has  also,  in  his  recent  papers  at  the  Gynae- 
cological Congress  in  Vienna  and  at  the  British  Medical 
Association  meeting  in  London,  given  the  profession  his 
appreciation  of  "  anterior  colpotomy  "  as  he  prefers  to  name  it. 
As  a  digest  of  the  Vienna  paper  will  appear  in  this  journal, 
and  we  hope  to  publish  the  London  one  in  next  number,  we 
refer  our  readers  to  these  sources  for  a  fuller  consideration 
of  the  subject. 

In  forming  an  opinion  regarding  the  advantages  of  vaginal 
pelvic  exploration,  we  have  discussed  the  subject  with  some 
of  our  English  provincial  gynsecologists.  We  learn  from 
them  that  all  Diihrssen  claims  for  this  procedure  has  been 
found  warranted  by  their  experience.  The  lapse  of  time  has 
not  as  yet  been  sufficient  to  determine  the  ultimate  effects  of 
anterior  vaginal  uterine  fixation  in  a  large  series  of  cases, 
but  the  immediate  effects  of  the  operation  were  favourable. 
An  American  operator  writing  in  the  New  York  Medical 
Journal  (Ix.,   No.   iS)  asks   "Why  continue  laparotomy  for 
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pelvic  disease?"  and  agrees  with  Jacobs  in  recommending 
total  removal  of  the  uterus  and  appendages  per  vaginavi  for 
pyo-salpinx.  As  already  indicated,  we  cannot  accept  this 
very  radical  suggestion  without  further  proof  of  its  necessity. 

Goodell,  Polk,  Ross,  and  other  distinguished  transatlantic 
gynaecologists  have  lent  the  weight  of  their  irtfluence  against 
the  frequent  radical  operations  on  the  appendages  which  were, 
until  comparatively  recently,  somewhat  characteristic  of  their 
continent.  The  dominating  fashion,  at  present,  is  to  find 
some  other  plan  than  ablation  of  the  appendages, /^r  abdo- 
men. Igni-puncture,  salpingostomy  as  recommended  by 
Skutsch  in  1888,  uterine  drainage  and  curetting,  have  all 
been  advocated.  And  now  conservative  operations  on  the 
appendages  are  advised  to  be  practised  through  an  opening 
made  in  the  vesico-uterine  pouch.  As  we  have  already  men- 
tioned, there  are  certain  cases  so  adherent  that  it  is  found 
practically  impossible  to  drag  the  uterus  down  to  the  vaginal 
outlet  without  incurring  grave  risks  of  tearing  through  the 
adhesions,  rupturing  pus  tubes,  &c.  ;  there  are  also  cases  which 
are  so  fixed  to  bowel  or  bladder  that,  if  removable  at  all, 
opening  the  abdomen  is  alone  likely  to  render  this  practicable. 
The  future  operation  is,  therefore,  neither  abdominal  or 
vaginal  section  ;  both  may  be  required  in  some  cases  and  either 
the  one  or  other  may  be  wisely  resorted  to  in  others. 

But  as  a  means  of  diagnosis,  and  of  treating  less  adherent 
cases  of  salpingitis,  there  is  every  reason  to  believe  that 
vaginal  section  with  conservative  treatment  of  the  appendages, 
and  in  a  few  cases  total  extirpation  of  the  appendages  and 
uterus,  will  be  found  an  advance  in  the  true  progress 
of  gynaecology,  and,  therefore,  worthy  of  our  serious  study. 
One  secret  of  progress  is  to  proceed  so  that  we  know  where 
we  are  going.  While  it  is  important  for  us  to  look  behind  us 
and  see  what  our  predecessors  have  done,  it  is  no  less 
important  to  look  before  us  and  see  what  we  can  do  ourselves, 
and  to  effectually  determine  this,  it  is  most  important  to  look 
well  all  round  us  and  learn  what  is  passing  within  our  present 
rancre  of  vision. 
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REVIEWS. 

Text-book  of  Operative  Surgery.  By  Dr.  Theodore 
KocHER,  Professor  of  Surgery  and  Director  of  the 
Surgical  Clinic  in  the  University  of  Berne  ;  translated 
by  Harold  J.  Stiles,  M.B.,  F.R.C.S.Edin.,  Senior 
Demonstrator  of  Surgery  in  the  University  of  Edin- 
burgh, &c.     London  :  A.  and  C.  Black,  1894.     Price  20s. 

This  work,  which  is,  as  the  translator  states,  essentially  a 
record  of  the  author's  personal  experience  and  his  own 
methods  of  operation,  forms  a  valuable  addition  to  the 
surgical  literature  of  modern  times.  The  illustrations,  which 
constitute  a  very  considerable  proportion  of  the  volume,  are 
many  of  them  new  to  us,  and  differ  from  those  usually  met 
with  in  our  text-books  by  their  greater  size  and  more  artistic 
finish.  Those  dealing  with  the  vessels  are  excellent  from  a 
diagrammatic  point  of  view,  and  will  doubtless  be  of  great 
use  both  to  the  student  and  to  the  operating  surgeon. 

The  volume  commences  with  a  short  resume  of  such 
general  topics  as  the  use  of  anaesthetics  and  the  treatment  of 
wounds.  Under  the  latter  heading  the  preference  is  given  to 
corrosive  sublimate  for  the  purification  of  the  hands  rather 
than  to  carbolic  acid,  whilst  instruments  are  sterilised  by 
steaming  or  boiling.  Iodoform  is  properly  relegated  to  the 
disinfection  of  septic  wounds,  and  is  removed  from  the  list  of 
reliable  agents  for  the  maintenance  of  asepsis. 

The  work  does  not  deal  with  the  researches  and  experi- 
ence of  the  author's  colleagues  and  contemporaries,  and  many 
of  his  methods  seem  to  us  a  little  behind  the  times.  On  the 
other  hand,  his  treatment  of  certain  special  regions  shows  a 
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new  departure,  and  backed  up  as  it  is  by  his  enormous  experi- 
ence, must  command  the  serious  attention  and  respect  of 
English  surgeons.  We  allude  more  particularly  to  Professor 
Kocher's  treatment  of  goitre,  in  removing  which  he  contends 
thai  considerably  less  disfigurement  follows  the  transverse  or 
"  collar  incision,"  inasmuch  as  it  falls  along  the  line  of 
cleavage  or  folds  of  the  skin,  and  the  resulting  scar  is  almost 
imperceptible.  Moreover,  he  states  that  the  parts  involved 
in  the  operation  are  more  accessible  through  this  incision, 
although  he  advises  an  additional  vertical  cut  in  the  median 
line  when  the  tumour  is  of  great  size.  Again,  in  amputation 
of  the  mamma  for  scirrhus,  he  advocates  very  wisely  that  the 
breast,  together  with  the  contents  of  the  axilla,  should  be 
taken  away  in  one  continuous  portion,  so  as  to  avoid  section 
of  the  lymphatic  vessels.  In  dealing  with  abdominal  opera- 
tions, we  find  the  author  advises  that  gastrostomy  should  be 
performed  by  Albert's  or  Frank's  method,  which  establishes 
at  one  operation  a  valve-like  opening  into  the  stomach,  and 
thus  prevents  leakage  of  its  contents.  We  are  surprised  that 
no  notice  is  taken  of  any  of  the  more  recently  advocated 
methods  of  intestinal  suture,  the  professor  being  apparently 
content  to  rely  upon  the  Czerny-Lembert  plan.  Under  the 
surgery  of  the  face  a  somewhat  scant  description  is  given  of 
the  various  operations  for  the  relief  of  trigeminal  neuralgia, 
and  many  of  those  dealing  with  the  peripheral  branches  are 
scarcely  ever  practised  in  the  present  day  from  the  want  of 
success  that  has  attended  them.  Except  regarding  these 
points  and  a  {(t\\  others,  such  as  the  omission  of  any  mention 
of  the  operative  treatment  of  harelip  or  cleft  palate,  we  can 
confidently  recommend  the  book  as  one  full  of  instruction, 
and  we  congratulate  Mr.  Stiles  upon  the  excellent  English  of 
his  translation. 

W.  Rose. 
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A  Manual  of  Gyn/Ecological  Practice  for  Students 
AND  Practitioners.  By  Dr.  A.  Duhrssen  ;  trans- 
lated and  edited  by  John  W.  Taylor,  F.R.C.S.,  and 
Frederick  Edge,  M.D.Lond.,  M.R.C.P.,  &c.,  pp.  260, 
1 20  illustrations,  cr.  8vo.  London  :  H.  K.  Lewis.  1895. 
Price  6s. 

This  conveniently  portable,  clearly  printed,  well  illustrated 
manual  will  commend  itself  to  practitioners,  and  especially  to 
those  with  gynaecological  predilections. 

The  first  German  edition  appeared  in  1891,  and  by  1894  a 
fourth  edition  had  been  called  for.  It  is  from  this  that  the 
English  translation  has  been  made. 

It  is  always  a  difficult  matter  to  write  shortly  and  yet  to 
omit  no  detail  of  importance,  and  at  the  same  time  to  present 
the  subject  so  clearly  that  he  who  runs  may  read.  Fortu- 
nately Diihrssen's  limited  space,  or  this  and  a  somewhat  un- 
German-like  manner  of  avoiding  the  eternally  recurring 
qualifying  phrase,  has  rendered  the  task  of  the  translator 
easier,  than  it  might  otherwise  have  been,  in  presenting  the 
manual  transformed  by  an  English  garb. 

It  would  not  be  easy  to  find  a  combination  of  greater 
capability  for  the  task  undertaken  than  that  afforded  us  by 
Mr.  Taylor  and  Dr.  Edge.  It  may  therefore  be  taken  as 
certain  that  nothing  has  been  left  undone  to  render  the  work 
in  its  best  form.  As  indicated  by  the  translators,  it  is  an 
advantage  to  have  the  distinctly  German  colouring  of  thought 
and  method  presented  to  us.  There  are  certain  points  which 
are  novel  to  an  English  text-book  ;  others,  which  have  been 
considered  less  important,  have  been  left  out ;  but  the 
editorial  additions  by  the  translators  supply  the  reader  with 
any  notable  omissions. 

It  is  interesting  to  note  that  Duhrssen  is  satisfied  that 
dysmenorrhoea  may  be  better  treated  by  electrolysis  than  by 
mechanical  dilatation.  He  recommends  the  use  of  the 
constant  current  of  50  milliamperes  strength,  with  the 
negative  pole  in  the  uterus,  as  the  least  painful  and  speediest 
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method  of  dilatation — "  a  few  sittings  suffice  to  widen  the 
whole  cervical  canal,  to  all  appearances  permanently. 
Dysmenorrhoea  disappears  and  conception  may  take  place, 
as  the  author  has  many  times  noticed."  "  When  so  strong 
an  electric  current  is  not  at  hand,  the  cervical  canal  is 
dilated  with  metallic  dilators  just  before  menstruation, 
without  causing  great  pain,  and  the  uterus  is  tamponaded 
with  gauze.  Menstruation  is  then  usually  painless.  The 
procedure  should  be  repeated  once,  or  more  if  necessary. 
Mechanical  dilatation  is  much  quicker  under  anfesthesia." 
If  one  prefers  to  resort  to  electrolysis  for  the  relief  of 
dysmenorrhoea  it  would  seem  wiser  to  employ  a  weaker 
current  than  50  milliamperes  to  begin  with.  In  the  "  Inter- 
national System  of  Electro-therapeutics,"^  a  gradual  turning 
on  of  the  current,  during  five  minutes  in  all,  as  measured  by 
sand  glass,  is  advised ;  one  gradually  turns  on  the  current  to 
[O  milliamperes,  two  minutes  after  the  current  is  increased  to 
20  or  30  milliamperes,  or  if  the  uterus  is  very  long,  even  to  40 
or  50  if  it  does  not  cause  the  slightest  pain.  If  an  enthusiast 
in  electrolysis  advises  thus,  we  may  take  it  for  granted  that 
the  larger  doses  are  not  often  indicated. 

The  operation  of  curetting  is  very  clearly  and  fully 
described,  but,  curiously,  nothing  is  said  as  to  preliminary 
dilatation ;  presumably  this  is  taken  for  granted.  In  the 
description  of  the  early  diagnosis  of  carcinoma  of  the  cervix 
(p.  191),  we  are  told  that  "one  may  discover  epithelial 
'  nests '  full  of  cells,  with  small-celled  infiltration  of  the  sur- 
rounding tissue."  It  is  well  to  recognise  that  if  we  base  our 
opinion  on  the  existence  of  epithelial  "  nests,"  we  will  see 
very  few  cases  ;  these  "  nests  "  are  rarely  observed  in  epithe- 
lioma of  the  cervix. 

One  distinguishing  feature  of  the  manual  is  the  strong 
advocacy  of  vaginal  uterine  fixation.  This  is  advised  for 
(1)  cases  of  retroflexion  where  any  vaginal  operation 
ought    to   be  undertaken,   such    as  curetting,  operations    on 

Pp.  166-7. 
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the  portio,  colpoperinaeorrhaphy ;  (2)  in  cases  where  a  pessary- 
is  not  tolerated  an  account  of  pressure  on  perimetritic  bands 
or  fixed  ovaries;  (3)  in  cases  of  fixed  retroflexion;  (4)  in 
cases  where  there  is  no  guarantee  that  the  patient  will  be 
under  the  care  of  a  physician ;  (5)  in  cases  where  the 
patient,  owing  to  a  feeling  of  continuous  depression  due  to 
her  dependence  upon  her  physician,  lapses  into  a  condition  of 
psychical  depression  or  hysteria, 

"  I  only  exclude  from  treatment  by  vaginal  fixation  those 
cases  of  retroflexion  which  one  meets  with  soon  after  labour, 
and  where  complications  which  require  further  treatment  are 
wanting." 

The  advantages  of  this  method  of  operation  over  ventral 
fixation  are  discussed,  and  the  reasons  for  the  author's 
preference  given.  His  experience  of  it  is  great,  having  been 
tested  by  250  cases.  But,  time  will  show  whether  the  results 
are  as  permanent  as  those  of  other  procedures,  and  if  the 
technique  is  as  easy  in  the  hands  of  other  operators  as  Dlihrssen 
seems  to  find  it.  Sanger,  who  first  described  vaginal  uterine 
fixation  as  here  recommended,  employed  an  almost  similar 
method,  and  after  a  fair  trial  abandoned  it  as  unsatisfactory. 

Space  will  not  permit  of  more  detailed  reference ;  we 
would  therefore  state  shortly  that  we  have  found  the  book 
most  reliable  and  helpful.  It  will  prove  of  great  value  to 
advanced  students  and  practitioners,  and  may  be  safely  taken 
as  a  guide  to  the  elements  of  the  well-digested  practice  of 
modern  gynaecology. 

Leith  Napier. 

Helps  in  Sickness  and  to  Health.  By  Henry  C. 
BURDETT, with  19  illustrations,  cr  8vo,  pp.470.  London  : 
The  Scientific  Press,  Ltd.,  1894.     Price  5s. 

This  handy  little  volume  contains  information  of  so  wide 
and  reliable  a  description  on  the  many  subjects  it  treats  of 
that  it  is  deserving  of  nothing  but  high  praise.  Its  main 
characteristics  are  plain   common-sense   directions  regarding 
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how  to  maintain  health,  and  in  sickness  how  simple  ailments 
are  to  be  nursed  and  treated. 

In  Part  I.  chapters  are  devoted  to  the  nursery ;  the  school  ; 
the  care  of  the  person  ;  food  and  drink  ;  work,  exercise,  rest 
and  recreation  ;  the  choice  of  a  house  ;  the  structure  of  a  house  ; 
the  interior  arrangements  of  a  house  ;  ventilation,  warming 
and  lighting;  matter  in  the  wrong  place  ;  sanitary  powers  and 
duties  of  the  citizen  ;   health  resorts. 

Part  II.  contains  treatment  of  emergencies  ;  diseases  of 
children;  general  hints  on  nursing;  minor  injuries  and  ail- 
ments ;  infection  and  disinfection  ;  sick  room  cookery  and  food. 

Part  III.  gives  full  particulars  (including  terms  of  entrance, 
hours  of  attendance  and  admission),  of  institutions  in  Eng- 
land and  Wales  founded  for  the  relief  of  sickness  or  bodily 
infirmity. 

From  the  contents  thus  enumerated  it  will  be  ap- 
parent how  valuable  such  a  book  must  prove,  not  only  to 
the  mothers  and  fathers  of  families,  to  the  large  householder 
and  the  solitary  bachelor  in  chambers,  but  to  the  philanthro- 
pist, the  politician,  the  clergyman,  and  the  doctor.  To  the 
busy  practitioner  such  an  epitome  of  information  as  is  con- 
tained in  Part  III.  should  prove  invaluable.  Where  and  how 
to  dispose  of  certain  cases  of  infectious  disease  or  injury,  or 
other  conditions  which  cannot  conveniently  be  treated  at 
home,  is  often  a  difficult  matter  to  decide  off-hand  ;  here 
every  item  of  information  worth  knowing  is  available. 

We  heartily  recommend  the  book  as  the  most  complete  and 
best  of  its  kind. 

L.  N. 

Rudolf  Virciiow  ;  Eine  Biographische  Studie.  Von 
W.  Becher,  Arzt  in  Berlin.  Berlin:  S.  Karger. 
London  :  Williams  and  Norgate. 

This  brochure  of  io8  pages  contains  an  interesting 
account  of  the  life  and  work  of  the  greatest  pathologist  of 
the  times  in  which  we  live. 
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From  the  earliest  days  of  his  university  career  in  Berlin 
we  see  his  leaning  towards  pathological  work,  and  at  the  age 
of  26  he  became  attached  to  its  teaching  staff.  Two  years 
later  we  follow  him  to  the  chair  of  pathology  in  Wurzburg, 
only  to  be  recalled  to  the  same  function  in  his  Alma  Mater 
after  a  lapse  of  seven  years.  Throughout  these  pages  we 
find  an  admirable  resume  of  the  vast  amount  of  valuable 
literature  Professor  Virchow  has  given  us,  and  of  his  relations 
with  his  senior  and  junior  colleagues.  We  can  commend  a 
perusal  of  the  book  to  the  many  who  will  be  interested  in  the 
life  of  him,  who  by  his  work  and  teaching  has  done  so  much 
to  establish  a  firm  and  scientific  basis  for  the  practice  of 
medicine  and  surgery. 

FOURNESS   BARRINGTON. 

Medical    History    from    the    Earliest    Times.     By 

Edward  Theodore  Withington,  M.A.,   M.B.Oxon. 

Pp.  viii.,  424.     London  :   The   Scientific  Press,  Limited, 

1894. 
It  is  a  somewhat  curious  fact  that  we  have  no  magnum 
opus  of  medical  history  in  English.  Sprengel,  Haeser,  Hecker, 
Wunderlich,  Baas  and  Puschmann  represent  Germany ;  Le 
Clerc,  Daremberg,  and  Bouchut,  France  ;  Italy  has  her  his- 
torian in  Puccinotti ;  but  England,  with  as  important  a  body 
of  medical  scholars  as  any  land,  has  only  produced  short 
epitomised  narratives  or  biographies.  It  is  true  that  Baas 
and  Puschmann  have  had  their  works  translated  into  English, 
but  this  hardly  counts  greatly  to  our  credit,  as  only  the  latter 
appeared  in  England  —  that  of  Baas  hailing  from  Phila- 
delphia. It  might  be  explained  that  we  have  not  produced 
a  great  general  historian  of  medicine,  from  the  essential 
requirements  which  Carlyle  held  to  be  necessary  not  being 
frequently  found  in  combination — "  Stern  accuracy  in  inquir- 
ing, bold  imagination  in  expounding  and  filling  up,  these 
are  the  two  pinions  on  which  history  soars,  or  flutters  and 
wabbles." 

Be  this  as  it  may,  the  fact  remains  that  a  void  had  to  be 
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filled,  and  this — at  least  partially — Dr.  Withington  has  done. 
In  enumerating  the  previous  writers,  to  whom  he  has  referred, 
no  mention  is  made  of  Dr.  Keith  Norman  Macdonald's  inter- 
esting publication,  "  The  Practice  of  Medicine  among  the 
Burmese,  translated  from  Original  Manuscripts,  with  an 
Historical  Sketch  of  the  Progress  of  Medicine  from  the 
Earliest  Times."  Edinburgh  :  Maclachlan  and  Stewart, 
1878,  Possibly  this  work  may  not  have  come  under  our 
author's  notice.  Withington's  History  is,  however,  a  very 
different  work  from  Macdonald's ;  the  latter  is  popularly 
written,  and  no  attempt  is  made  in  the  account  given  of 
general  history  to  go  beyond  very  readily  accessible  sources 
of  information.  Withington,  on  the  other  hand,  is  gifted 
with  the  true  zeal  of  the  historian.  It  cannot  quite  be  said 
of  his  book  that  "  opinions  concerning  acts  are  not  history ; 
acts  themselves  alone  are  history  ;  "  but  he  has  proved  his 
great  industry,  enthusiasm  and  culture  in  the  work  which  he 
has  given  us.  He  has  gone  to  the  root  of  the  tree  whenever 
possible,  and  has  consequently  unearthed  many  valuable  and 
hitherto  imperfectly  authenticated  facts.  We  admit  that  we 
would  have  willingly  accepted  a  fuller  share  of  speculations, 
if  facts  were  not  to  be  had,  regarding  "  prehistoric  "  medicine. 
No  one  can  fail  to  derive  pleasure  from  considering  the 
mighty  men  and  the  great  systems  of  the  past.  "  Historia 
quo  quomodo  scripta  delectat,"  and  history,  when  written  as, 
for  the  most  part,  Dr.  Withington's  is,  must  always  prove 
both  pleasurable  and  profitable  to  us.  It  is  also  regrettable 
that  one  so  well  equipped  in  classical  lore  as  our  author 
should  not  have  devoted  greater  space  to  the  branch  of  his 
subject  dealing  with  classical  times.  But  if  these  are  some- 
what briefly  dealt  with,  the  history  of  mediaeval  medicine  is 
more  thoroughly  treated. 

Dr.  Withington  has,  as  we  have  written,  consulted  the 
original  sources  of  information,  and  has  furthermore  formed 
his  independent  opinions  from  them.  He  is  not  simply  a 
translator  or  compiler,  his  work  proves  him  to  be  an  accom- 
plished scholar  and  a  deep  thinker. 
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It  would  be  impracticable  to  adequately  analyse  such  a 
volume ;  we  content  ourselves  with  highly  complimenting 
the  author  on  its  appearance,  and  strongly  advising  all  lovers 
of  history  to  possess  themselves  of  it. 

We  also  venture  to  hope  that  Dr.  Withington  may  find 
time  to  devote  himself  to  continued  labours  in  the  great 
field  on  which  he  has  now  entered,  and  that  he  will  explore 
its  utmost  recesses  with  the  same  painstaking  care  and 
excellent  results  which  are  so  manifest  in  his  present  work, 

Leith  Napier. 


Die  Mikroskoplsche  Technik  und  Diagnostik  in 
DER  Gynakologischen  Praxis,  Fur  Studirende 
UND  Aerzte,  von  Dr,  Karl  Abel,  (Microscopical 
Technique  and  Diagnosis  in  Gynaecology.)  Berlin  :  A. 
Hirschwald,  1895. 

This  little  book  has  been  published  apparently  just  at 
the  right  moment,  and  it  cannot  fail  to  be  of  great  use  to 
such  gynaecologists  ("  students  and  practitioners  ")  as  desire 
accuracy  in  their  diagnoses. 

All  of  us  have  seen,  at  one  time  or  another,  a  uterus  re- 
moved for  cancer,  which  has  been  only  the  subject  of  cervicitis, 
or  of  a  fibroid.  At  the  late  meeting  of  the  British  Medical 
Association,  one  of  the  speakers  was  bold  enough  to  advocate, 
as  a  means  of  diagnosis,  scraping  the  uterine  mucous  mem- 
brane with  a  curette,  and  said  that  if  nothing  came  away  it 
might  be  reckoned  healthy,  but  that  if  any  bits  were  scraped 
off  it  was  to  be  accounted  malignant.  So,  it  seems  to  us, 
that  such  a  book  as  this,  giving  not  too  copious  and  yet 
sufficiently  exact  methods  for  accurately  diagnosing  cases  of 
uterine  disease,  ought  to  be  welcome  to  gynaecologists  ;  the 
methods  described  are  not  so  complex  as  to  be  cumbersome, 
and  they  certainly  compare  more  than  favourably  with  the 
coarse  and  retrograde  means  advocated  at  the  British  Medical 
Association.  Surely  our  modern  instruments  of  precision 
ought  to  be  made  of  service  in  this  very  important  branch  of 
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our  work,  and  if  pathologists  were  better  acquainted  than  they 
are  with  the  normal  histology  of  the  uterus,  and  if  surgeons 
were  more  careful  as  to  the  pieces  they  scrape  out  for  examina- 
tion, no  mistakes  ought  to  occur. 

The  book  is  divided  into  two  parts  :  Technique  and  Diag- 
nosis. The  Technique  describes  (and  this  is  nfiost  important) 
the  methods  for  getting  suitable  and  exact  pieces  of  the 
various  diseased  parts  for  examination,  and  also  gives  certain 
methods  for  the  hardening,  staining  and  subsequent  examina- 
tion of  these  pieces.  The  method  of  hardening  advocated 
(in  absolute  Alcohol)is  not  that  calculated  to  give  the  best  his- 
tological results,  and  there  are  many  better  methods.  No 
mention,  for  instance,  is  made  of  the  use  of  Formalin,  Alcohol, 
and  Aniseed  Oil,  which  is  speedier  withal,  and  gives  far  better 
results  than  the  use  of  alcohol  alone.  Still,  for  diagnostic 
purposes,  to  which  the  book  is  mainly  confined,  it  is  perhaps 
sufficient  to  use  the  methods  described.  The  second  part, 
that  on  Diagnosis,  is  by  far  the  most  important,  and  is  very 
clearly  and  accurately  written.  Dr.  Abel  deals  first  with  the 
cervix,  and  then  with  the  body  of  the  uterus,  giving  first  the 
normal  histology,  and  then  the  pathological,  dividing  the 
latter  into  inflammation  and  new  growths.  He  is  very  care- 
ful to  impress  upon  us  a  fact  which  is  often  overlooked, 
namely,  the  changes  in  uterine  histology,  according  to  age, 
relation  to  menopause,  parity  or  nulliparity,  &c.  The  present 
writer  has  often  had  pieces  sent  for  examination  without  the 
slightest  information  on  these  points,  showing  that  the  clini- 
cian is  not  always  aware  of  their  importance.  There  is  also 
a  useful  note  of  warning  concerning  the  proper  recognition  of 
the  transverse  and  oblique  section  of  cylindrical  epithelial 
cells,  such  as  are  often  seen  in  preparations  of  the  uterine 
mucous  membrane,  and  with  regard  to  which  funny  mistakes 
are  often  made.  There  is  a  very  useful  paragraph  dealing 
with  the  kind  of  section  necessary  in  order  to  diagnose  certain 
kinds  of  cancer  of  the  cervix,  of  the  value  of  which  we  can 
testify  practically.  In  those  cases  of  cancer  where  the 
growth  has  been  very  rapid,  or  in  those  in  which  the  can- 
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cerous  process  has  only  just  started,  the  groups  of  cancer 
cells  often  do  not  consist  of  more  than  three  or  four  cells, 
around  which  is  a  very  dense  round-celled  infiltration.  If 
the  section  be  thick  the  cancer  cells  disappear  completely  in 
the  round-celled  infiltration,  but  in  a  very  thin  section  the 
epithelial  cancer  cells  stand  out  quite  clearly  from  the  small 
round  cells. 

The  various  kinds  of  inflammation  are  carefully  and  fully 
dealt  with,  and  the  various  possibilities  of  error  are  stated, 
with  warnings  and  instructions  how  to  avoid  them.  Mention 
is  particularly  made  of  the  care  necessary  not  to  hurriedl}- 
diagnose  cancer  from  an  inflammatory  hyperplasia  of  the 
glands,  and  a  case  is  detailed  as  a  warning.  The  varieties 
of  erosion  and  of  hypertrophy  are  also  most  clearly 
differentiated.  The  section  dealing  with  cancer  is  perhaps 
the  most  carefully  done,  as  its  importance  demands,  for,  as 
Schroder  says,  the  therapeutics  of  cancer  of  the  uterus  consist 
in  the  total  extirpation  of  the  entire  organ,  so  that  there 
should  be  especial  care  taken  in  the  diagnosis  of  this  disease. 
Another  very  important  section  is  that  dealing  with  the  con- 
stantly varying  appearances  of  the  normal  endometrium,  at 
puberty,  in  old  age,  during  and  after  menstruation,  during 
pregnancy  and  the  puerperium,  and  till  the  re-formation  of 
the  mucous  membrane  is  again  complete ;  a  thorough  know- 
ledge of  all  which  changes  is  necessary  before  one  can  speak 
positively  as  to  the  pathological  appearances.  There  is  also 
a  section  on  the  endometrium  in  extra-uterine  pregnancy,  and 
one  dealing  very  minutely  with  the  differential  diagnosis 
between  the  decidua  of  menstruation,  that  of  abortion,  and 
that  of  extra-uterine  pregnancy.  The  work  has  thirty-seven 
woodcuts  distributed  amongst  the  text,  of  which  we  cannot 
speak  in  much  praise.  Contrary  to  those  in  most  German 
text-books,  these  are  coarse  and  ill-defined  ;  but  these  are 
not  of  much  importance  The  book,  as  a  whole,  is  extremely 
well  and  carefully  written,  and  should  be  in  the  hands  of  all 
gynaecologists,  especially  of  those  who  do  their  own  micro- 
scopic work.  We  think  it  would  be  well  worth  translation  for 
VOL.  XI. — NO.  42.  16 
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those  to  whom  German  is  a  difficulty.  The  part  deah'ngwith 
diagnosis  could  not  easily  be  better  done— it  is  clear  and  full, 
without  being  dull  or  verbose,  and  it  cannot  fail  to  be  of  real 
service  to  those  who  desire  such  accuracy  in  their  work  as 
is  now  attainable,  with  modern  instruments  and  modern 
methods.  H.  G.  Plimmer. 

Diseases  of  the  Ear.  By  A.  Marmaduke  Shield, 
M.B.Cantab.,  F.R.C.S.Eng.  London  :  Cassell  &  Co.,  1895. 
Price  los.  6d. 

The  appearance  of  a  work  on  diseases  of  the  ear  by  a 
general  surgeon  who  can  lay  claim  to  special  knowledge  and 
experience  of  aural  sm^gery  is  sufficiently  exceptional  to  excite 
curiosity,  if  nothing  more.  It  may  at  once  be  stated  that,  in 
our  opinion,  Mr.  Shield  has  produced  an  excellent  little 
manual,  and  it  may  be  doubted  if  any  recent  work  of  the 
same  size  contains  so  much  really  practical  information.  One 
finds,  it  is  true,  scattered  throughout  the  u^ork  a  few  instances 
of  looseness  of  expression  which  a  specialist  would,  no  doubt, 
regard  as  more  than  venial  offences  ;  for  instance,  on  page 
213  we  find  reference  to  an  "operation  on  nasal  adenoids  "; 
now,  adenoid  hyperplasiae  ("  adenoid  growths  ")  as  ordinarily 
understood  are  never  situated  on  the  nose,  they  are  post-nasal 
— in  fact,  pharyngeal.  Again  on  page  216,  where  the  after 
treatment  of  naso-pharyngeal  curetting  is  discussed  we  find 
the  "  retro-pharyngeal  "  syringe  advocated  ;  no  instrument  for 
irrigating  the  naso-pharynx  can  be  correctly  designated  by 
the  term  the  author  uses  ;  a  retro-pharyngeal  syringe  is  one 
used  for  insertion  behtJid  Xhe.  posterior  wall  of  the  pharynx  as 
in  the  treatment  of  an  opened  retro-pharyngeal  abscess ; 
again,  an  admirable  though  condensed  account  of  the  com- 
moner labyrinthine  diseases  is  headed  "  Nerve  Deafness  and  the 
Anomalies  of  Hearing."  Of  course,  any  student  perusing  the 
chapter  would  discover  that  it  dealt  with  labyrinthine  diseases 
generally,  including  nerve  deafness  or  anomalies  of  hearing. 

Mr.    Shield    has    satisfied    himself   of  the   importance    of 
examining  and  treating  the  nose  and  pharynx.     "A  careful 
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examination  of  the  nose  must  be  made  as  a  matter  of  routine 
for  polypi  or  hypertrophy  and  swelling  of  the  mucous  mem- 
brane over  the  turbinated  bones.  The  surgeon  will  seldom 
meet  with  a  case  of  aural  catarrh  with  a  perfectly  healthy 
throat  and  nose."  Some  ten  or  fifteen  years  ago  such  views 
would  have  been  considered  heterodox,  and  are,  even  now, 
strange  to  say,  only  partially  accepted  and  rarely  put  into 
practice  by  aurists  of  standing.  The  author,  on  the  other 
hand,  justly  condemns  the  "wholesale  and  injudicious  operat- 
ing "  for  small  spurs  and  other  slight  abnormalities  which  do 
not  cause  nasal  obstruction  and  catarrh. 

The  artificial  finger  nail  is  only  advocated  for  the  removal 
of  soft  adenoids  in  very  young  children  ;  in  older  patients 
Lowenberg's  forceps  and  post-nasal  curettes  are  considered 
necessary.  We  are  glad  to  see  that  the  position  suggested  by 
Mr.  Bullin  with  the  patient  on  the  side  and  the  head  slightly 
over  the  table  so  that  blood  flows  out  of  the  mouth  is  recom- 
mended in  preference  to  the  older  method.  Mr.  Shield  is  at 
his  best  when  discussing  the  diagnosis  and  treatment  of  the 
more  surgical  diseases  of  the  ear,  such  as  tympanic  caries, 
mastoid  lesions,  sinus  pyaemia,  and  the  intra-cranial  compli- 
cations of  tympanic  inflammations.  The  author  differs  from 
some  surgeons  in  advocating  the  prolonged  use  of  the 
drainage  tube  (lead)  after  mastoid  operations  ;  some  of  his 
patients  are  stated  to  have  "  worn  the  tube  for  over  twelve 
months  with  benefit."  In  reference  to  removal  of  the  ossicles, 
the  operation  is  only  recommended  in  intractable  otorrhcea, 
v^-here  the  bones  are  necrosed.  In  such  Mr.  Shield  has  ob- 
tained "excellent  results." 

Why  is  it  that  the  author  of  a  work  on  ear  disease  nearly 
always  gets  someone  else  to  write  the  section  on  electricity  ? 
In  this  instance  indebtedness  to  Drs.  Lewis  Jones  and  Tickell 
is  duly  acknowledged. 

Much  trouble  has  evidently  been  taken  with  the  coloured 
illustrations  ;  we  doubt,  however,  whether  anything  is  really 
gained  by  the  fidelity  with  which  meatal  hairs  are  depicted  in 
the  plates  of  the  tympanic  membrane  ;  they  will  probably  only 
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puzzle  the  student.  It  is  a  pity  that  the  malleus  is  almost 
uniformly  drawn  of  such  ponderous  dimensions  ;  this  may  be 
due  to  the  artist  having  reduced  the  pictures  from  what  was 
seen  through  a  Brunton's  magnifying  otoscope.  The  en- 
gravings are  very  clear  and  judiciously  chosen. 

A  very  useful  selection  of  formulae  is  'added  as  an 
appendix. 

Mr.  Shield  must  be  congratulated  on  what  he  describes 
as  "  an  attempt  to  place  before  students  and  practitioners,  in 
a  condensed  and  easily  readable  manner,  those  varieties  of 
aural  disease  which  admit  of  rational  treatment  in  accordance 
with  the  established  principles  of  general  surgery." 

William  Hill. 
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The  Biology  of  Fibromyoma  of  the  Uterus. 
By  LuDWiG  Kleinwachter. 

Zeitschrift  f.  Gehurtshillfe  iind  Gyndkologie,  Bd.  xxv.,  S.  164. 

It  is  a  striking  fact  that  in  spite  of  the  great  mass  of 
material  relating  to  gynsecoiogical  disease,  which  is  now 
scientifically  discussed  and  treated,  and  the  frequent  occur- 
rence of  fibromyoma  of  the  uterus,  nothing  seems  to  be 
known  of  the  growth  of  this  neoplasm  of  the  womb,  or,  if 
known,  the  description  is  entirely  neglected.  For  instance, 
Winckel,  who  endeavours  to  elucidate  the  etiology  and 
symptomatology  of  fibromyoma  from  all  points  of  view, 
in  his  great  work  on  that  subject  makes  no  mention  of 
their  development. 

I  only  know  of  two  works  in  which  this  point  is  men- 
tioned, one  of  which  is  Gusserow's,  the  other  that  of  Schorler. 

Gusserow,  in  the  most  detailed  account  we  possess  of 
fibromyoma  of  the  uterus,  ascribes  its  growth  to  two  causes. 
These  tumours  are,  according  to  him,  of  very  slow  growth,  all 
the  slower  in  fact,  in  proportion  to  their  resemblance  to  the 
true  fibroma  ;  the  more  muscular  growths  are  far  more  rapid. 
In  the  latter  case,  an  unusually  great  increase  is  frequently 
observable,  similar  to  pregnancy  of  a  like  duration.  Apart 
from  this,  a  sudden  increase  in  volume  of  such  tumours  occurs, 
not,  as  several  believe,  through  growth,  i.e.,  through  increase 
of  the  constituent  elements,  but  through  changes  in  the  blood 
supply,  through  oedema,  or  other  pathological  changes  such  as 
inflammation.  The  size  of  these  vascular  tumours  is  specially 
noticeable  before  and  after  menstruation,  so  that  a  marked 
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decrease  in  volume  directly  after  menstruation  is  frequently 
looked  on  as  a  disappearance  of  the  tumour.  The  same 
applies  to  pedunculated  fibroma  growing  in  the  vagina, 
when  the  constriction  of  the  pedicle  by  the  mouth  of  the 
womb  hinders  the  return  flow  of  the  blood,  and  the  tumour 
swells  or  becomes  (Edematous.  On  the  other  hand,  many 
exhausting  illnesses  may  cause  a  decrease  of  the  tumour, 
which,  after  recovery,  frequently  increases  again  rapidly. 
The  growth  of  the  myoma  is  generally  long,  lasting  for  years. 
In  order  to  obtain  a  better  idea  of  this  development, 
Gusserow  endeavoured  in  fourteen  cases  to  decide  how  long 
each  tumour  had  existed.  After  a  period  of  six  months  in 
one  instance,  a  myoma  as  large  as  the  fist  was  observed  ;  in 
another  case,  after  a  year's  duration,  one  was  found- as  large 
as  an  apple,  another  as  large  as  the  fist.  A  year  and  a  half 
after  their  appearance,  two  fibromata  were  found  post-mortem^ 
one  with  a  diameter  of  55  cm.,  the  other  of  40  cm.  Three 
cases  he  regarded  as  having  lasted  two  years.  In  the  first, 
the  tumour  was  as  large  as  the  fist;  in  the  second  the  circum- 
ference of  the  body  was  j6  cm. ;  in  the  third,  the  tumour  was 
as  large  as  a  child's  head,  but  did  not  grow  subsequently  for 
two  years.  After  three  years'  growth  the  body  was,  in  one  case, 
88  cm.  in  circumference,  the  distance  from  the  symphysis  to 
the  ensiform  cartilage  being  38  cm.  ;  in  a  second  case  the 
tumour  was  as  large  as  a  dinner  plate  ;  and  in  a  third 
instance  the  growth,  which  was  at  first  as  large  as  a  hen's 
fig's)  had  so  enlarged  that  it  reached  from  the  small  pelvis  to 
the  navel.  In  one  instance  the  tumour,  after  six  years' 
duration,  was  as  large  as  the  fist,  and  in  another,  after  an 
equal  period,  it  overtopped  the  symphysis  three  finger 
breadths.  In  one  case  a  tumour  as  large  as  the  fist  and  un- 
calcified,  was  discovered  after  at  least  eight  years ;  and 
another  one  the  size  of  a  man's  head,  after  nine  and  half 
years.  Gusserow  particularly  mentions  that  the  estimate  of 
age  in  the  case  of  these  growths  is  an  uncertain  and  approxi- 
mate one  ;  as  it  is  hardly  possible  to  determine  with  certainty 
the  commencement  of  the  first  symptoms  of  disease,  these 
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being  various,  in  consequence  of  the  seat  of  the  tumour.  He 
thinks  that,  however  manifold  the  less  definite  symptoms  of 
rapid  growth  may  appear,  one  cannot  speak  in  general  terms 
of  a  very  rapid  growth. 

Schorlcr  (whose  work  is  based  on  eighteen  cases  observed 
in  Schrceder's  clinic)  is  of  opinion  that  the  first  diagnosticable 
symptoms  of  the  beginning  of  tumour  formation  are  observ- 
able at  the  earliest  in  three  months,  though  the  tumours  have 
no  perceptible  size  till  the  lapse  of  a  year,  attaining  in  five 
years  the  size  of  a  fist,  and  in  thirteen,  that  of  a  man's  head  ; 
nine  months  to  one  year  seems  necessary  for  them  to  reach  a 
circumference  of  10  cm.  ;  two  and  half  years  to  increase  it  to 
18  cm.  An  increase  of  20  cm.  was  observed  twice  in  three 
years,  and  once  in  about  a  year  and  a  half. 

As  a  basis  of  reply  determining  the  question  of  the  growth 
of  fibromyomata  in  the  uterus,  only  thirty-two  cases  have 
been  hitherto  recorded.  The  materials  are  therefore  quite 
insufficient  for  arriving  at  any  definite  conclusion  on  the 
point ;  more  especially  as  in  fourteen  cases  cited  by  Gusserow, 
no  data  are  furnished  regarding  the  cessation  of  the  growth 
of  the  tumour. 

Among  the  cases  (over  a  hundred)  of  fibromyoma  of  the 
uterus,  which  came  under  my  hands  last  year,  I  count  forty 
cases  in  which  I  succeeded  in  obtaining  further  particulars 
regarding  the  cessation  of  the  growth.  I  will  therefore 
endeavour  to  supply  the  above-mentioned  hiatus,  and  in 
order  to  give  the  most  certain  basis  possible  for  my  observa- 
tions, I  am  compelled  to  cite  the  somewhat  tedious  list  of 
my  cases. 

Case  I. — G.  G.,  a  woman  of  30,  with  four  children,  the  last 
born  five  years  previously,  had  been  ill  eleven  years,  menstru- 
ating about  every  three  weeks. 

First  examination,  September  9,  1884.  Womb  of  usual 
size,  cervical  catarrh  and  erosions. 

Second  examination,  October  8,  1S90.  On  the  right  side 
of  the  cervical  wall  two  subserous,  contiguous  tumours,  about 
as  large  as  peas. 
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Case  II. — F.  K.,  a  woman  of  25,  five  years  married,  no 
children  ;  menstruation  every  four  weeks,  lasting  three  days, 
and  passing  off  as  fluor  albus. 

First  examination,  June  27,  1888.  Negative  result;  uterus 
normal. 

Second  examination,  February  8,  1892.  Uterus  in  toto, 
somewhat  larger  and  heavier  ;  in  the  anterior  front  wall  of  the 
corpus,  towards  the  right,  two  hard  tumours,  as  large  as 
beans  and  divided  from  each  other.  Menstruation  every  four 
weeks,  more  profuse  than  before,  lasting  four  or  five  days. 

Case  III — W.  H.,  a  woman  of  28,  four  births,  the  last  four 
years  previously  ;  menstruation  normal. 

First  examination;  June  28,  1884.  Uterus  retroflexed,  not 
enlarged. 

Second  examination,  April  3,  1885.     Condition  unaltered. 

Third  examination,  March  27,  1890.  In  the  posterior 
wall  of  the  corpus  towards  the  right  a  circumscribed  hard 
tumour,  as  large  as  a  walnut.     Profuse  menstruation. 

Case  IV. — B.  S.,  30  years,  fifteen  years  married,  two  chil- 
dren, second  one  13  years  old,  no  abortion,  ill  three  months. 
Menstruation  very  profuse,  lasting  five  to  six  days. 

First  examination  June  20,  1886.     Womb  normal. 

Second  examination  May  21,  1891.  Uterus  as  large  as 
the  fist,  unequally  enlarged,  the  corpus  and  fundus  being  too 
much  extended  to  the  right. 

Case  V. — A.  S.,  a  woman  of  44,  eight  children,  the  youngest 
1 1  years  old.  Menstruation  not  abnormally  profuse,  every 
twenty-five  to  twenty-six  days. 

First  examination  September  22,  1S88.  Uterus  normal 
size.     Catarrh  of  the  cervix,  erosion. 

Second  examination,  December  22,  1888.  Uterus  as  large 
as  the  fist.  In  the  anterior  wall  of  the  cervix,  a  tumour  as  large 
as  a  musket-ball.  The  posterior  wall  of  the  uterus,  irregular. 
The  cessation  of  menstruation  had  occurred  three  years 
previously,  but  metrorrhagia  and  pains  were  of  irregular 
occurrence. 

Case  VI. — S.  J.,  aged  35,  had  never  been  pregnant. 
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First  examination,  September  8,  1884.  Uterus  normal, 
cervical  catarrh. 

Second  examination,  June  3,  1891.  Uterus  enlarged,  the 
fundus  overtopping  the  symphysis  two  finger  breadths. 
Uterine  cavity  measures  ten  and  a  half  cms.  A  thin  hard 
tumour  about  half  the  size  of  the  fist  appears  in  the  front 
wall.  Anterior  lip  of  the  womb  almost  disappeared,  metror- 
rhagia for  the  past  two  years. 

Third  examination,  February  7,  1892.  Condition  unal- 
tered, diabetes  i  per  cent,  sugar. 

Fourth  examination,  June  14,  1892.     Same  condition. 

Case  VII. — B.  M.,  35  years  old,  married  fifteen  years, 
widowed  eleven  years,  three  children,  the  third  1 1  years  old. 
Menstruation  each  month,  lasting  eight  days,  very  profuse. 
Masturbates. 

First  examination,  November  3,  1883.  Uterus  normal, 
cervical  catarrh,  erosion. 

Second  examination,  April  26,  1891.  Fundus  lies  over 
the  symphysis  by  the  breadth  of  two  and  a  half  to  three 
fingers.  In  the  front  wall  is  an  intramural  tumour  the  size 
of  the  fist. 

Case  VIII. — K.  E.,  37  years  old,  married  seventeen  years 
previously ;  a  six  months'  miscarriage  sixteen  years  before ; 
fifteen  years  previously  a  birth  at  full  time  ;  menstruation 
always  very  irregular,  only  appearing  every  two  or  three  or 
five  to  seven  months. 

First  examination,  February  19,  1884.  No  abnormal  con- 
dition of  the  uterus. 

Second  examination,  March  31,  1890.  Uterus  increased 
all  over,  fundus  above  symphysis  three  finger  breadths.  On 
the  posterior  wall  of  the  corpus,  a  subserous  tumour  larger 
than  a  walnut ;  irregular  menstruation. 

Third  examination,  October  26,  1890.  Uterus  as  large  as 
that  of  a  woman  nine  months  pregnant.  On  the  posterior 
wall  of  the  corpus  a  subserous  tumour  larger  than  a  child's 
head.     Bleeding,  violent  pain,  like  labour  pains. 

Case  IX. — B.  C,  26  years  old,  nine  years  married,  never 
pregnant,  normal  monthly  menstruation. 
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First  examination,  June  i,  1885.  Uterus  remarkably- 
small. 

Second  examination,  May  14,  1888.  Above  the  os  in- 
ternum, on  the  left  side,  a  perpendicular  ridge-like  resistance 
and  hardness,  extending  a  few  centimetres. 

Third  examination,  April  6,  1891.  Oh  the  left  side, 
towards  the  back  of  the  cervix,  a  subserous  tumour  the  size  of 
an  apple.  Menstruation  very  profuse  and  painful,  lasts  seven 
days. 

Fourth  examination,  June  13,  1892.  The  uterus  was 
totally  extirpated  December  30,  1891,  by  Chrobak. 

Case  X. — K.  F.,  43  years  old,  nine  years  married,  three 
children,  third  9  years  old,  menstruation  for  a  year  past  very 
profuse. 

First  examination,  August  21,  1883.  Uterus  not  enlarged. 
In  the  vagina  lie  two  polypi,  one  fibrous  the  size  of  a  nut, 
and  the  other  mucous,  as  big  as  a  lentil.  Both  growths  were 
immediately  operated  on. 

Second  examination.  May  19,  1884.  Uterus  irregularly 
increased,  half  the  size  of  the  fist.     Bleedings. 

Third  examination,  October  26,  1884.  Uterus  larger  than 
the  fist.     Bleeding. 

Fourth  examination,  November  to,  1884.  Uterus  irregu- 
larly enlarged,  its  fundus  reaching  three  finger  breadths 
below  the  navel  ;  on  the  left  side,  in  the  fundus,  a  subserous 
tumour  as  large  as  an  apple.     Violent  menorrhagia. 

Fifth  examination,  December  29,  1884.  The  right  uterine 
cornu  reaches  to  two  finger  breadths  under  the  navel,  the  left 
lies  lower,  being  larger  than  the  fist.     Violent  haemorrhage. 

Sixth  examination,  February  3,  1885.  The  right  uterine 
cornu  reaches  nearly  to  the  navel,  the  left  about  one  and  half 
finger  breadths  deeper. 

February  5,  1885.  Supra- vaginal  amputation  with  fatal 
result  on  February  14.  The  tumour,  a  fibromyoma  (with  pre- 
ponderance of  muscular  structure)  consists  of  two  growths  of 
unequal  size,  the  right  far  larger  than  a  child's  head,  the  left 
not  quite  the  size  of  two  fists.  Weight  of  the  extracted 
tumour,  1,070  gr. 
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Case  XL — M.  L.,  aged  45,  eighteen  years  married  to  the 
first  husband,  by  whom  she  had  eight  children  ;  ten  years  a 
widow,  six  months  remarried.     Profuse  menstruation. 

First  examination,  August  16,  1887.  Uterus  normal  size. 
A  polypus  of  the  size  of  a  chestnut  issues  from  the  mouth  of 
the  womb.     Operation  declined. 

Second  examination,  April  3,  1888.  In  the  vagina  a 
fibrous  polypus,  the  size  of  an  apple,  hanging  to  a  stalk,  as 
thick  as  a  quill.     Operation  declined. 

Case  XII. — H.  S.,  aged  47,  married  thirty-one  years,  three 
children  born,  no  abortions.  Youngest  child  ri.  Menstrua- 
tion for  past  three  years  very  profuse,  sometimes  lasting 
fourteen  days.     Haemorrhages. 

First  examination,  May  26,  1891.  Uterus  very  slightly 
enlarged.     Diagnosis,  endometritis. 

Second  examination.  May  2,  1892.  Uterus  in  toto  some- 
what but  apparently  generally  enlarged.  No  induration 
observable.  The  fundus  overtops  the  symphysis  two  finger 
breadths. 

Third  examination,  July  8,  1892.  Uterus  somewhat 
larger,  right  cornu  remarkably  enlarged  in  comparison. 

Case  XIII. — W.  B.,  aged  45,  began  to  menstrate  at  15, 
bore  children  twice,  the  second  time  twenty  years  previously, 
since  then  in  bad  health  ;  menstruation  every  twenty-three  to 
twenty-four  days,  lasting  five  to  six  days,  very  profuse. 

First  examination.  Uterus  somewhat  enlarged,  sym- 
metrical, not  harder  than  normal. 

Second  examination,  January  14,  1885.  Condition  un- 
altered, menstruation  less  profuse,  only  lasting  three  days. 

Third  examination,  May  18,  1886.  Uterus  somewhat 
increased,  the  fundus  overtopping  the  symphysis.  For  a  year 
patient  had  been  in  fair  health.  Lately  menstruation  occurred 
every  three  weeks,  lasting  seven  to  eight  days. 

Fourth  examination,  July  20,  1889.  Uterus  as  large  as 
the  fist.  For  six  months  patient  had  been  healthy  ;  for  the 
past  three  months,  very  profuse  menstruation  had  set  in  every 
three  weeks,  lasting  seven  days. 
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Fifth  examination,  December  14,  1887.  Fundus  uteri 
reaching  to  navel,  menstruation  as  before. 

Sixth  examination,  May  3,  1888.  Fundus  uteri  situated 
between  processus  xyphoideus  and  navel.  Uterus  unevenly 
enlarged,  menstruation  very  profuse. 

Case  XIV. — G.  G.,  aged  30,  divorced,  only  six  weeks 
married,  never  pregnant,  very  profuse  menstruation  every 
twenty-one  days. 

First  examination,  April  21,  1890.  Womb  somewhat 
enlarged,  its  cavity  measures  8  cm. 

Second  examination,  March  21,  1892.  Uterus  above 
symphysis  two  finger  breaths.  The  corpus  is  widened, 
especially  the  right'  cornu.  On  the  left  of  the  cervix  a  little 
knob  as  large  as  a  bean,  is  discernible,  menstruation  very 
profuse  lasting  six  days. 

Case  XV. — K.  A.,  48  years  old;  twelve  children,  three 
being  premature  births.  Violent  menorrhagia  for  three 
months. 

First  examination,  December  14,  1886.  Uterus,  on  the 
whole  larger  and  harder  than  normal.     Erosions. 

Second  examination,  June  19,  1889.  In  the  front  wall  of 
the  cervix  a  tumour  as  large  as  a  musket  ball.     Bleedings. 

Case  XVI. — M.  S.,  32,  married  nine  years;  no  children  ; 
menstruation  regular  but  scanty. 

First  examination,  June  30,  1891.  The  uterus  somewhat 
enlarged  ;  heavier,  but  no  tumour  discernible.  The  uterine 
cavity  measures  6]/^  cm.     No  displacement. 

Second  examination,  August  3,  1891.  On  the  posterior 
wall  of  the  cervix,  towards  the  left,  a  hard  circumscribed 
tumour  as  large  as  a  hazel-nut.     The  uterus  is  retroflcxed. 

Case  X  VII. — S.  R.,  aged  40  years,  married  twenty-three 
years  ago,  widowed  twelve  years,  has  two  children,  the 
youngest  16.  Suffering  for  one  year  from  very  profuse  men- 
struation, lasting  seven  days  and  occurring  every  three  weeks. 
No  pain. 

First  examination,  February  15,  1888.  Uterus  on  the 
whole  larger  than  normal.  On  the  left  side  of  the  fundus 
can  be  felt  a  hard  defined  tumour,  as  large  as  a  cherry. 
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Second  examination,  December  22,  1889.  Uterus  as 
large  as  two  fists,  the  fundus  above  the  symphysis  to  the 
extent  of  three  finger  breadths. 

Case  XVIII. — B.  S.,  aged  24^  years,  married  fourteen 
years  ;  two  children  born,  the  second  nine  years  previously  ; 
had  never  aborted ;  menstruation  for  ten  years  irregular, 
occurring  at  intervals  of  two  to  six  weeks,  lasting  eight  to 
nine  days. 

First  examination,  January  14,  1886.  Uterus  somewhat 
large.  The  posterior  lip  of  the  os  uteri  has  changed  into  a 
hard,  round  tumour  the  size  of  a  cherry.  The  left  ovary  is 
the  size  of  a  hen's  &^^. 

Second  examination,  January  27,  1888.  Uterus  has 
become  larger  in  the  fundus  and  corpus  than  before  ;  the 
tumour  has  also  increased  to  about  half  as  large  again,  but 
the  ovary  remains  unaltered. 

Third  examination,  August  18,  1890.  Uterus  larger  than 
the  fist.  The  growth  of  the  posterior  vaginal  aspect  appears 
as  a  tumour  as  large  as  a  plum  in  the  posterior  wall  of  the 
cervix.     Ovary  still  unaltered. 

Case  XIX. — S.  F.,  51  years  old,  married  over  thirty  years, 
mother  of  two  children,  the  second  16  years  old.  Aborted 
fifteen  years  previously.  Menstruation  had  not  yet  ceased, 
but  had  been  irregular  for  a  year. 

First  examination,  June  29,  1892.  The  uterus  is  heavier 
and  feels  irregularly  hard.  It  is  also  a  little  larger  and  retro- 
flexed,  but  replaceable. 

Second  examination,  July  13,  1892.  The  uterus  is  half  as 
large  as  the  fist  and  unevenly  hard. 

Third  examination,  September  4,  1892.  Corpus  and  fun- 
dus broader  than  last  time. 

Case  XX. — R.  J.,  35  years  old,  thirteen  years  married, 
never  aborted,  bore  a  child  twelve  years  before,  very  profuse 
menstruation,  lasting  six  days,  every  three  weeks. 


Thirty-four  is  evidently  meant. — Ed.  B.  G.  J. 
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First  examination,  July  23,  1888.  Uterus  in  toto  enlarged. 
The  right  ovary  as  big  as  a  hen's  Q%%. 

Second  examination,  July  21,  1890.  Uterus  both  in 
corpus  and  fundus  still  wider.  Mucous  polypus  as  large  as  a 
pea,  ovary  as  before. 

Third  examination,  July  29,  1891.  The  uterus  was 
extirpated  by  Chrobak  on  account  of  the  myoma. 

Case  XXI. — K.  T.,  aged  43,  married  twenty  years,  six 
children,  youngest  5  years  old,  between  fourth  and  fifth  birth 
an  abortion.  Ill  five  years,  latterly  pain  and  bleedings  have 
occurred. 

First  examination,  March  7,  1887.  Uterus  is  evenly  en- 
larged, and  harder  than  normal. 

Second  examination,  March  28,  18S7.  To  the  left  of  the 
cervix  is  a  hardening,  not  distinctly  circumscribed. 

Third  examination,  May  8,  1889.  Right  uterine  cornu 
reaches  to  the  navel,  the  left  is  one  and  a  half  finger  breadths 
lower.     Profuse  irregular  bleedings,  no  pains. 

Case  XXII. — W.  B.,  aged  '})'],  married  twenty  years,  four 
children,  the  youngest  13,  and  four  abortions,  the  last  twelve 
years  previously,  menstruation  for  some  months  irregular  and 
very  profuse. 

First  examination,  July  17,  1887.  Uterus  considerably  en- 
larged, and  the  cervix  especially  is  greatly  widened.  Uterus 
not  quite  half  the  size  of  the  fist. 

Second  examination,  September  3,  1887.  Uterus  some- 
what larger  than  half  the  fist,  cervix  still  wider. 

September  5.  From  the  left  side  of  the  cervix  a  fibroma 
almost  as  large  as  a  hen's  o.^^  was  extirpated.  The  extir- 
pation was  followed  by  a  ^left-sided  para-  and  perimetritis, 
with  the  formation  of  an  exudation,  the  absorption  of  which 
did  not  occur  for  four  weeks. 

Third  examination,  July  3,  1888.  Uterus  of  normal  size. 
No  menstruation  for  six  months. 

Fourth  examination,  July  14,  1890.  Uterus  twice  the 
size  of  the  fist,  very  much  widened,  no  menstruation. 

Fifth  examination,  March  17,  1891.     Uterus  changed  into 
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a  large  round  tumour,  that  extends  two  finger  breadths 
beneath  the  navel.  Tumour  arises  from  the  posterior  wall  of 
the  cervix  and  corpus.     Slight  haemorrhages. 

Sixth  examination,  August  24,  1891.  Same  condition. 
No  violent  haemorrhage. 

Case  XXIII. — M.  B.,  aged  48,  married  thirty  years,  twelve 
children,  the  youngest  4.  Suffering  seven  months  with 
metrorrhagia,  occurring  irregularly. 

First  examination,  February  21,  1888.  Uterus  not  much 
enlarged.  A  pedunculated  fibrous  polypus,  as  large  as  a 
hazel-nut  issues  from  the  open  os  uteri.  Polypus  removed 
August  22,  1888. 

Second  examination,  February  iS,  1890.  Uterus  con- 
siderably enlarged.  A  fibrous  polypus,  as  large  as  a  cherry, 
projects  from  the  open  os.  February  19,  polypus  removed, 
and  immediately  afterwards  the  uterine  cavity  found  to 
measure  12  cm.  No  tumour  is  discovered  by  means  of  the 
sound,  nor  by  bimanual  examination.  Haemorrhage  has  been 
present  two  to  three  months. 

Case  XXIV. — E.  C,  aged  23,^  married  twelve  years,  four 
children,  the  youngest  5  years  of  age,  has  suffered  for  six 
months  from  profuse  menstruation  and  for  two  to  three  weeks 
has  had  haemorrhage,  accompanied  by  pains  in  the  abdomen. 

First  examination,  November  23,  1891.  Uterus,  generally 
swollen  and  the  fundus  above  the  symphysis  two  to  two  and 
a  half  finger  breadths.     Uterus  harder  than  normal. 

Second  examination,  June  6,  1892.  Uterus  above  sym- 
physis three  finger  breadths.  In  the  anterior  wall  of  the 
corpus  is  a  tumour  the  size  of  an  &g^.  The  patient  was 
for  some  months  galvanised  twice  a  week,  and  once  an 
electric  puncture  was  made  through  the  abdominal  wail. 

Case  XXV. — J.  M.,  aged  44,  married  twenty-four  years, 
four  children,  fourth  16  years  old  ;  an  abortion  before  the 
fourth  birth.  Patient  has  been  five  to  six  years  ill,  menstrua- 
tion very  profuse  and  protracted.     Bicuspid  insufficiency. 

'  Thirty-three  is  evidently  meant. — Ed.  B.G.J. 
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First  examination,  December  19,  1883.  Uterus  as  large 
as  the  fist.     No  circumscribed  tumour  to  be  felt. 

Second  examination,  September  24,  1889.  The  uterus 
on  one  side  is  considerably  enlarged,  being  changed  into  a 
tumour  as  large  as  two  fists.  The  right  uterine  cornu  reaches 
nearly  to  the  navel,  the  left  overtops  the  symphysis  8-9  cm. 
Some  ascites  and  albuminuria.  The  single  tumours  feel  of 
different  consistence,  the  softer  being  at  the  apex  of  the  right 
uterine  cornu.  Electric  treatment,  sixteen  sittings,  weak 
currents  not' exceeding  20  m.a,  at  most.  Effect  of  treatment 
very  favourable,  according  to  subjective  effect ;  only  beneficial 
objectively  in  so  far  that  the  violent  haemorrhage  was 
lessened,  the  decrease  in  size  of  the  tumours  being  hardly 
perceptible. 

Case  XXVI.  —  P.  J.,  aged  50,  had  borne  six  children, 
aborted  once,  and  had  a  polypus  removed  three  years  before. 
Menstruation  very  abundant. 

First  examination,  April  22,  1885.  The  fundus  uteri 
above  the  symphysis  three  finger  breadths,  the  uterine  cavity 
measured  7  cm.  The  cervix  very  much  widened,  bears  on 
the  right  side  a  submucous  tumour  as  large  as  a  walnut. 
This  was  enucleated  by  me  and  proved  to  be  a  fibroma. 

Second  examination,  April  19,  1886.  Uterus  normal  size. 
Climacteric  begun.     Far  advanced  tuberculosis  pulmonum. 

Case  XX  VI I. — T.  K.,  aged  43,  twenty-six  years  married, 
three  children,  the  last  twenty-three  years  previously.  Men- 
struation, occurring  at  normal  intervals,  profuse,  and  lasting 
eight  days.  The  tumour  was  accidentally  discovered  six 
months  before,  by  a  doctor  who  was  treating  patient  for 
disease  of  the  digestive  organs.  Several  years  before,  a 
tumour  the  size  of  a  walnut  existed  in  the  left  mamma, 
which,  it  is  said,  greatly  decreased  under  medical  treatment. 

First  examination,  February  26,  1889.  The  uterus  is  not 
quite  as  large  as  two  fists,  its  fundus  reaches  almost  three 
finger  breadths  under  the  navel.  It  is  not  quite  evenly 
enlarged,  as  a  tumour  the  size  of  a  nut  is  situated  on  the 
right  of  the  cervix.  In  the  left  mamma  is  a  sharply  cir- 
cumscribed, hard  tumour,  the  size  of  a  bean. 
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Second  examination,  November  4,  1890.  Condition  the 
same. 

Third  examination,  August  4,  1891.  The  tumour  on  the 
cervix  has  slightly  increased.  Patient  lately  feels  occa- 
sional darting  pain  in  the  uterus. 

Fourth  examination,  June  25,  1892.  The  tumour  on  the 
cervix  has  grown  to  the  size  of  a  goose's  Q^g.  Very  profuse 
menstruation,  lasting  ten  days. 

Case  XXVIII. — B.  G.,  aged  47,  three  children,  youngest 
19  ;  before  the  third  birth  an  abortion.  Ill  three  or 
four  years.  At  first,  menstruation  occurred  every  two  to 
three  weeks,  lasted  six  days,  and  was  very  profuse  ;  besides 
which  some  very  violent  metrorrhagia  intervened.  For  a 
year  menstruation  has  only  occurred  scantily  every  two  or 
two  and  a  half  months. 

First  examination.  May  26,  1885.  Uterus  is  unequally 
enlarged.  The  left  cornu  reaches  to  two  finger  breadths  below 
the  navel,  the  right  is  somewhat  smaller.  The  uterus  is  said 
to  have  been  this  size  for  a  year. 

Second  examination,  August  30,  1886.  The  uterus  has 
grown  larger  ;  the  left  cornu  overtops  the  navel  two  to  two 
and  a  half  finger  breadths.     Irregular  bleedings. 

Third  examination,  January  22,  1889.  The  condition  of 
the  fundus  has  remained  the  same,  but  uterus  has  grown  so 
that  on  the  posterior  wall  of  the  cervix  and  corpus,  lumps  of 
various  degrees  of  thickness  are  to  be  felt.  Moderate 
haemorrhage. 

Fourth  examination,  February  12,  1890.  Lumps  have 
also  formed  on  the  anterior  wall  of  the  cervix  and  corpus, 
one  of  which  is  as  large  as  the  fist.     Violent  haemorrhage. 

Case  XXIX. — R.  H.,  aged  38,  married  fourteen  years  ; 
sterile.     Three  years  ill  ;  no  haemorrhage,  but  violent  pains. 

First  examination,  February  2,  1885.  A  large,  irregularly- 
formed,  hard  uterus,  filling  the  whole  of  the  small  and  large 
pelvis,  and  extending  to  two  finger  breadths  below  the  navel. 

Second  examination,  May  27,  1885.     The  fundus  reaches 
to  the  pit  of  the  stomach  ;  no  haemorrhage  ;  violent  pains. 
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Case  XXX. — R.  M.,  aged  38,  seven  children  ;  an  abortion 
in  the  fifth  month  six  years  before.  No  menstruation  for 
five  months.  Uterus  enlarged,  as  though  in  the  sixth  month 
of  pregnancy,  and  of  irregular  form.  Patient  with  labour 
pains.  These  symptoms  were  shown  at  the  first  examina- 
tion, February  21,  1886. 

Second  examination,  November  6,  1891.  Fundus  reaches 
to  one  finger  breadth  beneath  the  navel.  Numerous  hard 
tumours — some  small,  some  the  size  of  the  fist.  Since  first 
examination  patient  had  a  miscarriage  at  the  sixth  month. 
Profuse  hemorrhage. 

Case  XXXI.  —  T.  L.,  aged  41,  married  twenty-three 
years  ;  two  children — the  second  twenty  -  two  years  pre- 
viously ;  no  abortion.  Menstruation  normal,  not  abundant, 
no  pain. 

First  examination,  March  4,  1889.  Uterus  is  changed 
into  a  large,  irregularly  -  formed  tumour,  that  rises  three 
finger  breadths  above  the  navel.     The  cervix  is  normal. 

Second  examination,  July  27,  1890.  The  uterus  overtops 
the  navel  by  a  hand-breadth,  and  the  cervix  spreads  far  up 
into  the  growth. 

In  the  summer  of  1890  the  patient  was  successfully 
operated  on  in  Vienna. 

Case  XXXII.  —  F.  S.,  aged  ;^6,  married  twenty  years, 
four  children,  youngest  aged  6  years.  Seven  years  ago  had 
a  premature  birth  at  the  seventh  month.  Five  months  ill. 
Menstruation  occurs  before  time,  and  is  very  profuse,  lasting 
ten  to  twelve  days. 

First  examination,  February  9,  1886.  Uterus  somewhat 
uniformly  enlarged  ;  fundus  rises  about  three  finger  breadths 
above  the  navel. 

Second  examination,  February  10,  1887.  Fundus  rises 
four  finger  breadths  above  the  navel.  The  os  open,  the 
tumour  is  situated  transversely.  Pains.  On  March  22,  1887, 
the  tumour  was  enucleated  through  the  os  uteri,  now  as  large 
as  a  crown  piece.     Pure  fibroma.     Patient  recovered. 

Case  XXXI 1 1. — R.  R.,  aged  43,  married  twenty-six  years, 
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four  children,  youngest  16.  The  abdomen  has  increased  in 
size  for  six  months.  Menstruation  every  four  weeks,  lasting 
six  to  eight  days,  profuse,  no  pain. 

First  examination,  September  13,  1886.  Uterus  unevenly 
enlarged  and  doughy,  fundus  a  finger  breadth  below  the 
navel. 

Second  examination,  July  25,  1887.  Fundus  reaches  to 
the  navel.  On  the  left  near  the  uterus,  and  connected  with 
it,  a  distinctly  fluctuating  tumour  as  large  as  a  man's  head. 
This  overtops  the  fundus  by  two  finger  breadths.  Diagnosis 
cysto-fibroma. 

Third  examination,  August  16,  1887.  Both  tumours  have 
turned  into  one  that  overtops  the  fundus  by  two  finger 
breadths. 

Fourth  examination,  January  28,  1888.  Fundus  uteri 
three  finger  breadths  above  the  navel,  uterus  as  large  as  at 
end  of  seventh  or  beginning  of  eighth  month  of  pregnancy. 
Enucleation  of  the  tumour  pe)-  vaginam  was  performed  by 
me,  and  the  masses  taken  away  weighed  between  two  and 
half  and  three  pounds.  Pure  fibroma.  The  patient  re- 
covered. 

Case  XXXIV. — Q.  L.,  aged  46,  no  children  by  first 
marriage  which  lasted  three  and  a  half  years,  two  years  a 
widow ;  five  children  by  second  marriage  of  twenty-one 
years  before,  the  youngest  being  7.  Ill  two  to  three  years. 
Menstruation  at  proper  time,  very  profuse. 

First  examination.  May  15,  1880.  Uterus  unevenly 
enlarged.  The  right  cornu  reaches  to  the  navel,  while  the 
left  is  two  finger  breadths  lower.     The  cervix  is  free. 

Second  examination,  January  21,  1890.  The  right  uterine 
cornu  in  the  same  position  as  before,  while  the  left  is  a  little 
higher. 

Case  XXXV. — F.  L.,  aged  32,  nine  years  married,  one 
child  nine  years  before,  never  aborted,  normal  menstruation. 

First  examination,  October  5,  1889.  Uterus  irregularly 
enlarged.  The  right  cornu  reaches  to  the  navel,  the  left  is 
two  finger  breadths  lower.  The  sound  only  enters  9  cm. 
The  cervix  is  not  involved. 
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Second  examination,  August  4,  1891.     State  unaltered. 

Case  XXXVI. — P.  V.,  aged  45,  only  one  child,  born 
twenty  years  before.  Ill  two  years,  menstruation  very  profuse 
and  painful,  occurring  every  four  weeks. 

First  examination,  July  17,  1884.  Uterus  larger  than  a 
child's  head,  somewhat  unevenly  enlarged  ;  the^fundus  reaches 
to  within  two  finger  breadths  beneath  the  navel.  Ergotine 
pills  administered. 

Second  examination.  May  17,  1885.  The  uterus  seems 
smaller,  its  fundus  is  a  finger  breadth  lower,  haemorrhage  less. 

Third  examination,  February  10,  1891.  The  tumour  is 
hardly  the  size  of  half  the  fist.  No  menstruation  for  the  past 
two  years. 

Case  XXXVII. — G.  G.,  aged  ''^^j,  six  children  and  one 
abortion  six  years  previously.  Violent  haemorrhage  for  some 
months  past. 

First  examination,  March  20,  1884.  Uterus  hard, 
unevenly  enlarged,  right  cornu  reaching  up  to  two  finger 
breadths  below  the  navel.     Patient  given  ergotine  in  pills. 

Second  examination,  August  19,  1884.  Uterus  no  larger. 
Used  a  course  of  iodine  baths  with  subcutaneous  ergotine 
injections.     Haemorrhage  scantier. 

Third  examination,  January  2,  1885.     The  uterus  is  smaller, 
haemorrhage  having  ceased  for  some  time. 

Fourth  examination,  June  19,  1886.  Uterus  not  more 
than  the  size  of  a  fist.  Menstruation  now  regular.  No 
trouble  in  the  year  1891. 

Case  XXXVIII. — K.  S.,  32  years  old,  twelve  years 
married,  four  children,  never  aborted  ;  now  in  the  fifth  month 
of  pregnancy. 

First  examination,  April  15,  1888.  The  fundus  of  the 
pregnant  uterus  is  situated  between  the  symphysis  and  navel. 
On  the  right  and  external  to  uterus  is  a  half  moon-shaped 
hard  tumour,  half  as  large  as  the  fist,  pedunculated  and 
broad-based,  something  the  shape  of  a  mushroom. 

Second  examination,  May  14,  1888.  The  tumour  seems 
to  have  somewhat  increased,  pregnancy  has  advanced  in  a 
normal  manner. 
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Third  examination,  June  16,  1890.  Tiic  uterus  lies 
normally,  and  is  normally  movable,  but  appears  larger  than 
is  usual.  No  tumour  is  to  be  found  on  it.  The  fundus  is 
wider  than  usual  and  somewhat  bulkier,  hence  the  bulky 
increase  of  the  organ.  The  birth  took  place  normally.  Men- 
struation normal. 

Fourth  examination,  May  18,  1891.     Condition  unaltered. 

Case  XXXIX. — A  virgin  of  73  has  had  a  uterine 
fibromyoma  for  the  past  thirty  to  thirty-five  years.  1887 
the  patient  was  for  about  eight  months  very  ill,  and  at 
that  time  she  suffered  from  repeated  attacks  of  peritonitis. 
When  first  visited,  she  had  been  ill  four  to  six  weeks.  She 
complained  that  the  abdominal  tumours  which  had  been 
painless  for  several  years,  had  become  painful,  and  irregular 
haemorrhages,  which  had  ceased  years  before,  had  recurred, 
and  a  flow  resembling  meat  washings  had  occurred.  For 
three  to  four  weeks  she  had  been  losing  flesh  and  strength 
very  rapidly. 

She  was  then  extremely  thin,  and  looked  very  ill.  The 
uterus  was  nothing  but  a  conglomeration  of  several  large 
tumours,  that  reached  to  above  the  navel.  The  right  uterine 
cornu  was  higher  than  the  left  and  ran  out  into  a  round, 
fluctuating  tumour  as  large  as  an  apple.  The  single  tumours 
were  of  different  sizes,  one  being  as  large  as  a  child's  head. 
Some  of  these  tumours  felt  hard,  others  soft  to  fluctuation. 
The  left  Bartholin  gland  had  changed  into  a  hard,  immovable, 
painful,  irregularly  formed  tumour,  the  size  of  a  cherry.  At 
one  place  about  the  size  of  a  pea,  the  external  covering 
of  the  tumour  was  black,  infiltrated,  and  had  become  com- 
pletely fixed  to  the  tumour.  On  internal  examination  on 
the  right  side,  towards  the  front,  was  found  the  segment 
of  the  vagina  infiltrated  in  the  form  of  flakes  stiff  and 
hard,  and  this  infiltration  reached  to  the  end  of  the  lower 
third  of  the  vagina,  thereby  so  narrowing  the  already  narrow 
vagina,  that  the  intact  vaginal  portion  could  only  be  reached 
with  difficulty  and  a  bimanual  examination  was  impossible. 
The  infiltrated  part  of  the  vagina  was  uncommonly  painful 
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and  bled  during  examination.  The  inguinal  glands  were 
greath--  infiltrated,  the  infiltration  extending  over  the  urethra 
and  the  meatus.  The  glands  of  the  neck  were  swollen,  and 
the  cough  was  accompanied  by  sanguinary,  expectoration. 
In  the  femoral  muscles  circumscribed  uncommonly  painful 
infiltrations  occurred  in  various  places. 

The  patient  began  to  reject  all  nourishment,  and  six  weeks 
after  the  first  visit  she  died,  having  all  the  appearance  of 
general  carcinoma,     ^o  post-mortem  was  held. 

Case  XL. — H.  J.,  aged  42,  had  borne  no  children  and  had 
suffered  two  years  from  irregular  haemorrhages. 

First  examination,  August  25,  1886.  In  front  of  the 
genitals  lies  a  pedunculated,  extremely  evil-smelling,  decom- 
posing tumour,  as  large  as  two  fists,  which  was  immediately 
operated  on.  It  had  become  suddenly  evident,  thirty-six 
hours  previously,  after  two  days'  pains.  The  uterus  is 
larger,  but  its  fundus  does  not  overtop  the  symphysis.  The 
extracted  tumour  is  a  fibroma. 

Second  examination,  June  16,  1890.  The  uterus  is  con- 
siderably enlarged.  The  right  horn  reaches  nearly  to  the 
navel,  the  left  is  one  and  a  half  finger  breadths  lower.  The 
cervix  participates  in  the  tumourous  formation  and  has  itself 
turned  into  a  large  tumour,  that  penetrates  deeply  into 
Douglas's  pouch.  The  various  parts  excised  from  the 
degenerated  uterus  are  dissimilar,  some  feeling  hard,  some 
softer. 

As  far  as  evidence  of  the  growth  of  tumours  is  con- 
cerned, the  preceding  data  are  sufficient  to  show  that  it  is 
impossible  to  arrive  at  a  precise  conclusion. 

I  refer  specially  to  two  classes  of  cases,  one  in  which  the 
growth  of  the  tumour  proceeds  rapidly,  and  the  other  where  it 
only  grows  slowly. 

To  the  first  class  belong  Cases  VIII.,  X.,  XL,  XIL,  XIII., 
XVL,  XVIL,  XIX.,  XX.,  XXL,  XXII.,  XXIV.,  XXVIII., 
XXIX.,  XXXI.  and  XXXIII.  Among  these,  Cases  VIIL, 
X.,     XVIL,     XX.,     XXL.     XXIX.      and     XXXIIL     are 
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specially  remarkable.  In  Case  XVII.,  the  uterus,  which 
contained  a  growth  the  size  of  a  cherry,  was,  within  twenty- 
two  months,  the  size  of  a  fist.  In  Case  XXI.  the  womb, 
which  was  originally  only  slightly  enlarged,  grew  in  two 
years  and  two  months  to  the  navel ;  and  in  Case  X.  the 
uterus,  which  was  but  half  the  size  of  the  fist,  rose  in  less  than 
eight  and  a  half  months  to  the  navel.  Still  more  surprising  is 
Case  VIII.,  in  which  the  uterus  within  seven  months  grew  from 
the  size  of  a  small  fist,  to  that  of  a  pregnant  womb  at  term. 
The  increase  of  size  in  Case  XXIX.  was  excessive.  The 
fundus  was  two  finger  breadths  beneath  the  navel,  and  three 
months  later  it  was  situated  as  high  as  the  pit  of  the 
stomach.  An  equally  rapid  increase  must  have  taken  place 
in  Case  XX.,  for  not  quite  six  months  after  only  a  widening  of 
the  corpus  and  fundus,  the  uterus  was  completely  extirpated 
on  account  of  a  large  myoma. 

Case  XXXIII.  occupies  an  exceptional  position,  as  it  was  a 
case  of  cysto-fibroma,  and  these  neoplasms,  as  is  well  known, 
generally  grow  very  rapidly.  Most  interesting  and  important 
is  Case  XL,  as  very  little  is  known  of  the  growth  of  polypi, 
these  excrescences  being  generally  removed  at  once,  owing 
to  an  operation  being  the  quickest,  most  painless  and  safest 
method.  The  polypus  in  this  instance  grew  in  seven  and 
a  half  months  from  the  size  of  a  chestnut  to  that  of  an 
apple,  after  which  the  growth  apparently  ceased. 

The  number  of  cases  coming  under  the  second  heading 
is  far  smaller.  In  Case  XXXIV.,  the  uterus  hardly  increased 
in  size  in  eight  months.  In  Case  XV.,  it  was  only  after  the 
lapse  of  two  and  a  half  years  that  the  slightly  enlarged  uterus 
showed  a  tumour  the  size  of  a  musket  ball.  In  Case  XVIII., 
the  tumour  as  large  as  a  cherry  had  only  increased  in  two 
years  to  half  of  its  former  size,  and  two  years  and  seven 
months  later  the  uterus  had  only  grown  rather  more  than  the 
size  of  the  fist.  In  Case  XIV.  the  uterus  was  somewhat  larg-er, 
its  cavity  measured  8  cm.,  after  twenty-three  months  it  rose 
somewhat  above  the  symphysis  and  a  small  knob  the  size  of 
a  bean  could  be  felt. 
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In  two  cases  (VI.  and  XXXVI.)  the  size  of  the  tumour 
remained  stationary.  In  the  first  of  these  cases  the  cessation 
of  growth  lasted  over  one  year  and  in  the  second  for  one  year 
and  ten  months.  In  the  first  case  it  is,  however,  to  be  noted 
that  the  simultaneous  disease,  diabetes,  probably  contributed 
to  arrest  the  progress  of  the  tumour. 

Among  1 8  cases  given,  Schorler  mentions  three  that 
occurred  in  the  climacteric  years,  i.e.,  from  44,  and  thinks 
these  should  be  excluded  from  generalisation,  as  tumours 
at  this  time  grow  more  slowly  than  usual,  in  fact,  sometimes 
decrease.  The  observations  and  discoveries  of  the  last  few 
years  show,  however,  that  according  to  this  calculation  there 
are  almost  too  many  exceptions  to  be  calculated.  The  cases 
above  cited  prove  this.  In  12  cases  the  women  at  the 
commencement  of  their  treatment  were  in  the  climacteric 
years,  id  est,  from  44  to  50.  These  cases  are  V.,  XI.,  XII., 
XIII.,  XV.,  XIX.,  XXIII.,  XXV.,  XXVI,  XXVIIL,  XXXIV. 
and  XXXVI.  An  exception  may  be  made  in  the  case  of 
No.  v.,  for  four  and  a  half  years  later,  when  the  uterus, 
after  the  first  examination,  did  not  seem  to  be  enlarged,  a 
tumour  as  large  as  a  musket  ball,  as  well  as  an  unevenness 
of  the  posterior  wall  of  the  uterus  v/as  discovered  ;  it  is 
therefore  impossible  to  decide  within  what  time  these  changes 
took  place.  The  remaining  11  cases,  excepting  XXXVI. 
may  be  divided  into  two  groups  according  to  the  more  or  less 
rapid  growth  of  the  uterus.  To  the  first  group  belong  Cases 
XL,  XII.,  XIII.,  XIX.,  XXV.  and  XXVIIL,  to  the  second. 
Cases  XV.,  XXIII.,XXVI.  and  XXXIV.  It  is  only  in  the 
minority  of  instances  that  the  climacteric  exercises  a  staying 
influence  on  the  growth  of  the  tumour,  and  we  therefore 
refrain  from  distinguishing  these  cases  from  the  rest. 

It  is  worthy  of  remark  that  the  growth  of  the  uterus  in 
many  instances  proceeds  by  fits  and  starts.  The  tumour 
grows  at  first  slowly,  when  it  suddenly,  and  apparently  with- 
out any  cause,  increases.  There  are  four  such  cases  cited, 
IX.,  XIII.,  XX.,  and  XXII.  In  Case  IX.,  only  a  tumour  as 
large  as  an  apple  is  formed  in  three  years,  nine  months  later 
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the  uterus  is  extirpated  on  account  of  myoma,  consequently 
the  swelling  must  have  increased  with  great  rapidity  within 
this  short  time.  In  Case  XIII.,  the  tumour  for  the  first 
three  years  grew  very  slowly,  after  which  the  increase  in  size 
was  astoundingly  rapid,  and  the  fundus  which  had  become  as 
large  as  the  fist  rose  between  the  navel  and  the  processus 
xyphoideus  within  eight  months.  In  Case  XX.,  the  uterus 
grew  very  slowly  from  April  23,  1888,  to  July  21,  1890,  but 
had  to  be  extirpated  six  months  later  on  account  of  myoma. 

It  is  singular  that  in  three  cases,  Nos.  X.,  XXVI.,  XL.,  the 
myoma  growth  was  preceded  by  a  fibrous  polypus.  In  the  first 
instance,  a  fibrous  polypus  as  large  as  a  nut  was  removed, 
and  eighteen  months  later  supra- vaginal  amputation  of  the 
uterus  was  performed,  owing  to  the  size  of  the  myoma.  In 
Case  XXVI. ,  a  cervical  fibroma  as  large  as  a  walnut  vi'as 
enucleated,  three  years  after  the  removal  of  a  polypus.  In 
Case  XL.,  the  woman  had  a  fibroma  as  large  as  two  fists, 
and  nearly  four  years  later,  the  uterus  was  changed  into  a 
conglomeration  of  large  tumours  reaching  over  the  navel. 
Schorler  mentions  a  similar  case.  A  woman  of  48,  who  had 
had  five  births  and  one  miscarriage,  had  a  polypus  as  large 
as  an  apple,  which  was  removed.  A  year  later,  a  myoma 
as  large  as  a  cherry  was  found  in  the  anterior  wall  of  the 
uterus.  Somewhat  resembling  these  instances  is  Case  XXII. 
On  September  5,  1887,  a  fibroma  almost  as  large  as  a  hen's 
^b,Z  ^v^s  enucleated  from  the  cervix,  and  twenty-two  and  half 
months  later,  the  uterus  was  the  size  of  two  fists,  and  very 
much  widened.  Two  years  and  eight  months  after  the 
enucleation  of  the  cervix  fibroma,  the  fundus  overtops  the 
navel  by  two  finger  breadths,  which  was  a  proof  that  the 
increase  of  bulk  in  the  uterus  depended  on  a  tumour  in  the 
posterior  wall  of  the  cervix  and  the  corpus.  Case  XXIII. 
may  also  be  mentioned  as  an  example  in  which  a  fibrous 
polypus  as  large  as  a  hazel-nut  was  removed,  and  just  two 
years  afterwards,  one  as  big  as  a  cherry. 

A  diminution  of  the  tumour  was  noticeable  three  times, 
in  Cases  XXXVI.,  XXXVIL  and  XXXVIII.     In  the  first 
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case,  the  administration  of  ergotine,  which  was  continued  for 
a  considerable  time,  may  have  contributed  to  the  shrinking 
of  the  growth.  The  decisive  moment  was,  however,  doubt- 
less the  involution  of  the  uterus,  which  took  place  when  the 
menopause  set  in.  In  less  than  seven  years  the  uterus,  which 
was  larger  than  a  child's  head,  shrank  to  the  circumference  of 
of  less  than  half  a  fist.  In  the  second  case,  it  is  to  be  inferred 
that  the  ergotine  treatment — that  lasted  a  month — perhaps 
aided  by  the  iodine  bath  cure,  resulted  in  the  shrinking  of  the 
uterus,  which,  as  it  has  remained  stationary  for  five  years,  will 
probably  prove  permanent.  The  most  interesting  case,  how- 
ever, is  the  third.  In  the  six  months  pregnant  uterus,  in  the 
neighbourhood  of  the  fundus  is  found  a  tumour  half  the  size 
of  the  fist.  A  month  later,  the  tumour  seems  larger  than 
before.  Twenty  months  after  the  normal  and  perfectly 
healthy  birth,  the  tumour  has  entirely  disappeared,  leaving 
only  a  widening  of  the  fundus.  The  last  fact  tends,  however, 
to  the  conclusion  that  the  actual  root  of  the  tumour  has 
remained  behind,  and  may  not  improbably  be  the  nucleus  for 
the  formation  of  a  new  tumour.  Doubtless  such  a  tumour 
would  develop  still  more  in  later  pregnancy. 

Case  XXXIX.  is  one  of  great  practical  value.  A  virgin 
of  over  70  has  had  her  fibromyoma  nearly  forty  years.  At 
last,  however,  it  comes  to  a  carcinomatous  degeneration  of 
the  tumours,  with  metastasis  in  the  neighbouring  sexual 
organs  and  the  urethra.  A  melanotic  carcinoma  of  one 
Bartholin  gland  is  formed,  with  an  invasion  on  the  outer 
skin,  a  flaky,  extended  carcinoma  of  the  vagina  and  the 
urethra  become  diseased  from  their  apertures.  From  the 
general  progress  of  the  disease,  even  without  any  confirm- 
atory section,  it  can  be  affirmed  with  certainty  that  carcino- 
matous metastasis  will  occur  in  other  organs,  such  as  the 
lungs,  and  muscles  of  the  thigh.  In  a  {&\n  months  the 
patient  dies  of  general  carcinoma.  This  case  demonstrates 
ad  oculos  the  correctness  of  Martin's  views  on  myoma.  That 
these  growths,  which  people  have  always  looked  on  as 
innocuous,   very    frequently  undergo   changes   which   render 
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them  the  very  reverse  of  what  is  meant  by  "  innocuous," 
decidedly  shatters  our  former  belief  in  the  harmlcssness  of 
myoma. 

A  careful  examination  of  the  foregoing  forty  cases  leads 
to  the  following  conclusions  : — 

No  conditions  in  the  growth  of  fibromyoma  of  the  uterus 
are  sufficiently  strongly  marked  and  regular  to  enable  one 
to  determine  the  age  of  a  tumour  from  its  size.  These 
growths  are  certainly  not  always  so  slow  as  Schorler  seems 
disposed  to  imagine.  In  the  generality  of  cases  the  growth 
seems  to  be  rapid — only  in  exceptional  instances  slow.  Oc- 
casionally the  growth  appears  to  advance  by  leaps  and 
bounds.  After  the  tumour  has  increased  very  slowly  for  a 
considerable  time,  it  suddenly  increases  with  extreme  rapidity 
and  in  a  few  months  attains  an  excessive  size,  unless  preg- 
nancy should  intervene.  It  is  only  in  exceptional  cases  that 
a  tumour  comes  to  a  standstill  in  growth,  or  decreases  in  the 
pre-climacteric  years.  It  seems  as  though  ergotine  treat- 
ment aided  this  result  in  isolated  instances,  but  the  same 
thing  might  have  occurred  without  the  use  of  this  remedy. 
Wasting  diseases  seem  here  to  play  a  part. 

Very  different  are  the  cases  in  which,  during  the  progress 
of  pregnancy,  such  existing  tumours  grow  rapidly,  or  new 
ones  appear  and  quickly  increase  in  size.  These  phenomena 
are  only  to  be  observed  in  the  case  of  the  increased  growth 
and  life  of  the  pregnant  uterus.  In  puerperal  involution  these 
tumours  decrease  again,  and  eventually  disappear,  to  all 
appearance,  entirely.  Sometimes  the  growth  of  large  fibro- 
mata is  preceded  by  the  formation  of  small  submucous 
or  interstitial  growths.  A  fibrous  polypus  may  also  be 
followed  by  another  one.  This  points  to  the  proof  that  not 
infrequently  several  submucous  fibromyomata  are  present, 
which  may  develop  later  on  at  various  periods.  The  climac- 
teric years  have  not  nearly  as  great  an  influence  on  the 
shrinking  of  fibromyomata  as  has  hitherto  been  supposed. 
Very  often  the  tumours  grow  in  spite  of  the  menopause,  and 
even  more  rapidly  than  before.     It  almost  seems  as  though 
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during  this  time  the  greatest  danger  of  a  malignant  degenera- 
tion of  these  tumours  were  to  be  feared. 

It  is  most  difficult  to  prove  what  is  the  origin  of  the 
various  growths  of  the  rapid,  slow,  steady,  and  irregular 
varieties.  As  Gusserow  justly  observes,  the  original  ana- 
tomical formation  of  the  growth  may  play  in  this  an 
important  part,  according  to  the  preponderance  of  the 
muscular  or  fibrous  elements.  But,  doubtless,  the  original 
topographical  position  of  the  tumour,  or  its  covering  is  also 
a  weighty  factor  in  the  case.  Influencing  circumstances 
should  also  be  sought,  as,  for  instance,  whether  newly-formed 
blood  vessels  are  taken  into  the  tumour  by  way  of  the  pseudo- 
membranes  or  not.  In  conclusion,  inflammatory  conditions 
of  the  periphery  of  the  uterus,  or  inflammation  of  the  deeper 
muscular  tissues  of  the  uterus,  may  both  have  an  influence  on 
the  quicker  or  slower  growth  of  the  tumour. 

Personally  speaking,  I  am  aware  that  the  hitherto  un- 
known biological  conditions  of  fibromyomata  of  the  uterus 
have  not  had  much  light  thrown  on  the  subject  by  the  fore- 
going observations.  This  can  only  take  place  gradually  step 
by  step,  and  if  my  work  be  considered  but  as  one  of  these 
modest  steps  to  knowledge,  my  object  will  be  attained. 
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SUMMARY   OF   GYNECOLOGY,   INCLUDING 
OBSTETRICS  AND  PEDIATRICS. 

GYNECOLOGICAL. 

Operations  on  the  Adnexa,  Schauta.    Sixth    Vienna 
Congress.     Centralblatt,  No.  29,  p.  779. 

From  more  recent  investigation  it  appears  that  complete 
success  is  attained  in  56'6  per  cent,  only,  of  all  operations  on 
the  adnexa,  a  result  agreeing  with  Chrobak's  experience  and 
not  so  good  as  that  reported  to  the  fifth  congress.  Moreover 
in  bilateral  operations  59-8  per  cent,  succeed,  in  unilateral 
only  23-5  per  cent.  Schauta,  discussing  this  very  great 
difference  and  the  nature  of  the  burdens  that  remain  behind, 
says  that  it  can  be  shown  that  incomplete  success  depends 
either  on  haemorrhage,  persisting  and  even  assuming  a 
pathological  character,  upon  discharge,  upon  fixed  displace- 
ments, and  upon  pedicle  exudations  or,  in  unilateral  opera- 
tions, upon  morbid  affections  of  the  adnexa  not  removed. 
In  gonorrhoeal  cases,  therefore,  the  adnexa  should  invariably 
be  removed  from  both  sides,  even  if  apparently  sound  on  one. 
From  further  consideration  of  the  causes  of  the  sufferings 
represented  as  remaining  after  bilateral  operations,  there 
appears  to  be  no  doubt  that  these  causes  are  uterine,  and 
Schauta  has  therefore  decided  on  removing  the  uterus  with 
the  adnexa.  His  method  of  operation  is  therefore  essentially 
different  from  that  of  those  who,  in  adopting  the  vaginal 
method  for  adnex-operations,  only  remove  the  uterus  on 
technical  grounds  in  order  to  get  at  the  adnexa.  In  most 
cases  the  tumours  are  large  with  multifarious  adhesions,  and 
the  abdominal  way  must  be  chosen. 
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On  these  principles,  between  June  29,  1894,  and  May  17, 
1895,  Schauta  combined  total  abdominal  extirpation  (of  the 
uterus)  with  bilateral  extirpation  of  the  adnexa  in  thirty  cases 
of  disease  of  the  adnexa.  Of  these  cases  two  only  were  fatal; 
the  twenty-eight  survivors  are  up  to  the  present  time  in  perfect 
health,  free  from  pain  and  able  to  work.  After  describing  the 
technic  of  the  operation  Schauta  concludes  with  the  thesis 
that  in  cases  of  gonorrhoeal  infection  in  which  any  operation 
on  the  adnexa  is  indicated,  extirpation  of  the  uterus  is  always 
to  be  done  at  the  same  time,  by  the  vagina  if  the  adnexa  are 
but  slightly  enlarged  and  the  uterus  can  be  drawn  down  to 
the  introitus,  in  all  other  cases  by  laparotomy,  and  that 
whenever  the  vaginal  method  is  adopted  great  weight  is  to  be 
attached  to  the  complete  removal  of  the  adnexa. 

J.  J.  Macan. 


The  Value  of  Anterior  Colpotomy  in  Operations 
ON  the  Pelvic  Organs.  By  A.  Martin.  Wie7t. 
Klin.  Wochenschr.,  No.  27,  497.  Vienna  Congress  of 
Gynaekologists,  1895. 

After  giving  the  historical  development  and  technique  of 
this  operation,  which  he  characterised  as  an  important 
advance  in  gynaecological  surgery,  by  which  we  can  remove 
myomata  {not  larger  than  the  closed  fist),  diseased  adnexa, 
deal  with  ectopic  pregnancy  or  adhesions  of  the  uterus  or 
adnexa,  the  author  reported  14  cases  for  removal  of  new 
growths,  7  for  ventro-fixation  of  a  mobile  uterus,  36  for  peri- 
metritis adhesiva,  and  3  for  chronic  oophoritis — in  all  60 
successful  cases. 

The  method  is  not  to  be  adopted  for  myomata  without 
great  caution,  and  in  disease  of  tubes  and  ovaries,  when  these 
organs  arc  firmly  adherent  to  the  lateral  or  posterior  liga- 
ments of  the  small  pelvis,  it  is  quite  unsuitable. 

After  the  division  of  the  anterior  vaginal  vault  there  is  no 
difficulty — nor  any  haemorrhage  to  speak  of — in  detach- 
ing the  bladder,  which  is  protected  from  injury  in  the  latter 
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part  of  the  operation  by  the  introduction  of  a  broad  spatula. 
Later  haemorrhage  is  easily  corrected  by  a  careful  suture. 
He  has  never  found  it  necessary  to  ligature  any  vessels 
separately  nor,  as  a  consequence  of  the  operation,  met  with 
any  serious  trouble  as  to  bladder  or  ureters.  J.  J.  M. 


Ueber  Vaginofixation  des  Retrovertierten  Uterus. 
(Vagino-Fixation  of  the  Retroverted  Uterus.) 
By  Prof.  MiJLLER,  Monatsschr.  f.  Geb.  ti.  Gyn. 

Professor  Miiller  of  Bern  recommends  the  following 
operation  very  highly  in  cases  of  retroversion  of  the  uterus. 

The  genital  tract  is  first  rendered  aseptic  and  the  uterus 
curetted.  The  uterus  is  then  anteverted.  A  vertical  slit  is 
made  through  the  mucosa  of  the  anterior  vaginal  wall  from 
the  cervix  to  about  2  cm.  from  the  urethral  orifice.  If  there 
be  prolapse  of  the  wall  an  elongated  oval  flap  may  be 
removed.  Through  this  incision  the  bladder  is  next  separated 
from  cervix  and  vagina,  and  is  pushed  forwards  close  to  the 
symphysis,  where  it  may  be  held,  if  necessary,  by  a  catgut 
suture  passed  through  its  base.  This  displacement  of  the 
bladder  is  a  most  important  stage.  Thereby  the  operator  is 
enabled  readily  to  feel  the  uterus  through  the  wound.  The 
peritoneum  is  then  stripped  upwards  somewhat  from  its 
attachment  to  the  anterior  uterine  wall.  A  series  of  half  a 
dozen  catgut  sutures  are  now  passed  transversely  through  the 
rawed  surface  on  the  anterior  uterine  wall.  These  are  also 
passed  through  the  edges  of  the  cut  vaginal  mucosa.  The 
vaginal  edges  are  brought  together  when  these  sutures  are 
tied  as  well  as  by  a  continuous  suture.  The  cervix  is  then 
pushed  upwards  and  backwards,  and  an  iodoform  plug  intro- 
duced into  the  vagina.  The  patient  lies  in  bed  for  ten  days 
the  urine  being  drawn  off  daily  if  necessary. 

J.  Clarence  Webster. 
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Salpingo-oophoritis    from     Streptococci.       By    Dr. 
Emile  ReymoND.     Annates  de  Gynecologies  June,  1895. 

The  author  points  out  that,  apart  from  a  izw!  cases  where 
the  streptococci  have  considerable  virulence,  .there  are  many- 
cases  in  which  the  streptococci  are  less  plentiful  and  cannot 
be  cultivated  except  under  the  most  favourable  circumstances, 
as  by  inoculation  upon  rabbits  and  mice. 

The  entrance  of  these  germs  being  chiefly  due  to  puer- 
peral accidents,  the  possibility  of  studying  them  does  not 
occur  frequently  at  this  time,  since  the  patients  either  die,  or 
the  acute  puerperal  conditions  are  overcome  before  inter- 
ference is  usually  undertaken. 

In  such  a  case  of  salpingo-oophoritis  from  streptococci,  the 
adnexa,  the  ligaments,  including  the  broad  ligaments,  are 
augmented  in  volume,  distended  and  oedematous. 

The  distribution  of  the  lesions  is  quite  different  from  that 
described  for  gonococci ;  in  this  case  the  tube  is  elongated, 
reddened,  and  on  pressure  pus  exudes  from  its  pavilion  ;  the 
ovary  and  ligaments  are  almost  normal. 

On  the  other  hand,  with  streptococci  the  tube  is  less 
affected  than  the  adjacent  tissues,  the  ovary  is  big  and  dis- 
tended, the  free  ligamentum  latum  is  thicker  than  the  tube 
itself  It  is  the  matrix  which  is  affected,  and  not  the  super- 
ficies as  in  the  gonorrhoeal  form.  Ovarian  abscesses  or  cysts 
containing  pus  are  almost  always  present.  These  are  some- 
times independent  of  the  tube,  but  more  often  they 
communicate  with  it  at  the  pavilion,  thus  forming  the 
salpingo-ovarian  abscess.  In  gonorrhoeal  cases  the  peritoneal 
adhesions  follow  escape  of  pus  from  the  tube,  and  are 
consequently  situated  about  its  orifice  in  the  streptococcal 
cases ;  this  is  not  so,  but  the  peritoneum  is  attacked  from  its 
deeper  surface.  Trelat  taught  that  pelvi-peritonitis  is  due  to 
gonorrhoea,  and  phlegmon  of  the  broad  ligament  to  labour. 
These  terms  are  not  now  used  in  their  old  sense,  but  clinically 
his  observations  were  correct,  since  gonorrhoeal  salpingitis 
very  early  sets  up  peritonitis  and  adhesions. 

In  the  cases  observed  by  the  author  he  found  that: — 
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The  left  side  was  more  often  attacked  than  the  right. 
The  physical  signs  were  generally  due  to  lesions  of  the  ovaries 
and  not  of  the  tubes.  The  temperature  was  generally 
elevated  ;  and  when  this  was  well-marked,  the  germs  were 
found  to  be  virulent.  But  the  behaviour  of  the  temperature 
after  operation  is  most  interesting.  If  the  drainage  tube  be 
removed  at  the  end  of  forty-eight  hours,  the  temperature 
generally  rises  at  once.  The  cocci  in  the  pus  are  more 
numerous  and  virulent ;  then  they  decline  in  both  respects, 
and  a  coccus  from  the  skin  invades  the  pus.  This  shows  the 
necessity  of  keeping  the  tube  in  several  days  in  such  cases, 
whereas  in  gonorrhoeal  salpingitis  the  drain  may  be  taken  out 
next  day,  or  on  the  second  day. 

The  question  of  the  origin  of  the  streptococci  from  outside, 
or  from  the  previously  existing  germs  of  the  female  genital 
tract  is  an  old  one,  and  remains  as  much  a  bone  of  contention 
as  ever.  We  have  good  evidence  against  their  presence  in 
the  tubes,  the  body  of  the  uterus,  and  even  the  cervix  ; 
and  probably  this  is  the  case  with  the  vagina  of  the 
universally  intact  virgin.  The  vagina  of  pregnant  women  is 
not  free  from  them. 

The  path  by  which  the  streptococci  penetrate  is  most  likely 
the  lymphatic  passages,  as  opposed  to  the  mucous  tract 
which  the  gonococci  use. 

Mixed  infection  is  likewise  a  question  of  dispute  ;  but  the 
evidence  is  strong  in  favour  of  the  gonococci  paving  the  way 
for  streptococci.  There  is  one  clinical  observation  which 
points  in  this  direction  which  is  noteworthy,  and  deserves  to 
be  borne  in  mind.  This  is  the  rise  of  temperature,  which 
gonorrhoeal  patients  suffer  at  the  end  of  their  menstrual 
periods.  The  cause  of  this  is  supposed  to  be  the  develop- 
ment of  streptococci.  Fred  Edge. 

Ueber       Postklimakterische        Genitalblutungen 

(Post-Climacteric  Genital  H.^^morrhages.)  By  Dr. 

J.  Neumann,  Monatsschr.f.  Geb.  it.  Gyn.,  Bd.  i.,  Heft  3. 

Neumann  has  analysed  the  histories  of  a  large  number  of 

cases  occurring  in  private  and  hospital  practice  in  Vienna. 
VOL.  XI. — NO.  42.  18 
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Average 

Age. 

lOO 

45-5 

75 

46-5 

70 

48 

55 

47 

55 

47 

20 

46-5 

II 

41-3 

10 

46-5 

8 

45-5 

61 

48-5 

35 

47 

He  first  gives  statistics   regarding  the  frequency  of  disease 
immediately  before  tiie  end  of  the  menstrual  life. 

Disease. 
Carcinoma  cervicis  uteri 
Displacements  and  inflammatiuns  of  uterus 
Myoma  uteri 

Climacteric  anomalies    ... 
Prolapse  of  uierus  or  vagina 
Endometritis 
Carcinoma  corporis  uteri 
Ovarian  cyst 
Pregnancy 

Various  other  affections  of  the  genitals 
Doubtful  conditions 

500  46-5 

For  comparison  with  this  he  gives  another  analysis  of  500 
cases  in  which  the  menopause  had  occurred  at  least  one  year 
previously.  He  thinks  that  many  of  the  bleedings  in  these 
cases  must  be  referred  to  the  influence  of  the  climacteric. 

Disease. 

Prolapse  of  vagina  or  uterus 

Carcinoma  cervicis  uteri 

Senile  colpitis  and  other  senile  affections 

Displacements  and  inflammations  of  uterus 

Ovarian  cyst    ... 

Carcinoma  corporis  uteri 

Myoma  uteri   ... 

Mucous  polypus 

Various  other  affections  of  genitals 

Doubtful  conditions   ... 

500  56'2  467 

The  analysis  of  these  post-climacteric  cases  as  regards  the 
occurrence  of  haemorrhage  is  interesting: — 


Average 

Commencement  of 

Age. 

Menopause. 

112 

59 

46-5 

103 

56-5 

477 

ctions    ...         85 

55 

47 

of  uterus         35 

49 '2 

47-5 

25 

60 

47 

18 

57-4 

49'5 

14 

56 

50 

8 

55-4 

47'25 

60 

58-8 

44-8 

40 

59-5 

46-5 

With  Haemorrhage. 

Without  Haemorrhage. 

Disease. 

No. 

Average 
Age. 

Meno- 
pause. 

No. 

3 

88 

80 
10 
21 
20 

35 
60 

Average 
Age. 

Meno- 
pause. 

Carcinoma  cervic.  ut. 
Prolapse  of  vag.  or  of  ut. . . . 

Carcin.  corpor.  ut 

Mucous  polypus  of  ut. 
Senile  changes   in    genitals 

Myoma  uteri       

Ovarian  cyst       

Doubtful  conditions 

Displacements  and  inflam- 
mations of  uterus  

Other  affections  of  genitals 

100 

24 
18 

8 
5 
4 

4 

20 

1S3 

56-2 

59 

57-4 

55-4 

63-6 

68 

54 

617 

477 
43-6     , 
49'5 
47-25 
49 '4 
51-3 
45-5 
47-4 

70-3 
59-2 

54-2 
53-3 

5,s-2 
58-5 

49-2 
588 

48 
476 

467 
49-4 
477 
46*1 

47-5 
44-8 

56-5 

46-5 

317 

56-1 

46-9 
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Out  of  these  500  cases,  therefore,  it  appears  that  183  or 
l6\  per  cent,  had  a  return  of  haemorrhage,  after  the  meno- 
pause had  been  estabhshed  a  year  or  more.  Of  these,  cancer 
of  the  cervix  caused  the  bleeding  in  54  per  cent,  of  the  cases. 

J.  Clarence  Webster. 

PRIMARES      CORPUSCARCINOM      MIT        H^MATOMETRA       U. 

h.^ilmatokolpos     bei     atresia     vaginal     senilis. 

(Primary  Carcinoma  of  the  Corpus  Uteri,  with 

h^matometra  and   h.ematokolpos  with  senile 

Vaginal  Atresia.)     By  Dr.  J.  Sondheimer,  Monats- 

schr.f.  Geb.  Ji.  Gyn.,  Bd.  i.,  Hft.  4. 

The  patient  was  6j  years  of  age,  21  years  a  widow,  when 

37  she  had  a  child  prematurely.       Menopause    during  50th 

year.     When  first  seen  by  the  physician   she   complained  of 

pain   in   the    lower    abdominal    region.       On    examination   a 

swelling  was  found  in  this  region  about  the  size  of  a  5^-mo. 

pregnant  uterus.     It  was  firm  and  not  tender  on  palpation. 

The  vagina  was  closed  in  its  lower  part.      Abdominal  section 

was  performed.     The  body  of  the  uterus  was  found  enlarged, 

filled  with  a  bloody  fluid  and  its  inner  surface  covered  with 

hard  cancerous  nodes.     The  upper  part  of  the  vagina  was  also 

distended  and  contained  some  cancerous  masses.    The  uterus 

was  removed  with  great  difficulty  and  the  atresic  portion  of 

the  vagina  opened  up  in  order  to  establish  a  drain. 

The  patient  died  after  a  few  days. 

This  seems  to  be  the  first  described  case  of   carcinoma  of 
the  body  of  the  uterus  along  with  atresia  of  the  vagina. 

J.  Clarence  Webster. 

Exophthalmic    Goitre    and    Uterine    Disease.     By 

JOUIN.      Soc.   Obs.  et  Gyn.  de  Paris,  Annales  de  Gyn., 

Juin,  p.   509. 

An    interesting    paper    founded     on    forty-three     personal 

observations  concludes  as  follow  : — (i)  Basedow's   disease  is 

intimately  connected  with  the  menopause,  and  with  patho- 
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logical  conditions  of  the  uterus.  (2)  In  this  connection 
exophthalmic  goitre  should  be  considered  as  the  consequence 
and  not  as  the  cause  of  the  uterine  trouble.  (3)  This  is  proved 
not  only  by  the  period  at  which  the  morbid  phenomena  show 
themselves,  but  by  the  clinical  fact  that  betterment  of  the 
uterus  is  promptly  followed  by  betterment  'and  soinetimes 
even  by  the  cure  of  the  Basedow's  disease.  (4)  A  knowledge 
of  the  connection  of  goitre  with  the  menopause  and  of  the 
irregular  forms  of  Basedow's  disease  enables  us  to  comprehend 
and  explain  a  great  number  of  the  morbid  phenomena  of  the 
climacteric.  (5)  The  knowledge  of  these  clinical  facts  gives 
us  very  important  and  hitherto  unforeseen  indications  for 
treatment. 

J.  J.  Macan. 

Influence    of    Laparotomy    on    Tuberculous    Peri- 
tonitis.    America7i  Medical  Journal,  May  25,  1895. 

Surgical  intervention  has  profoundly  modified  the  prog- 
nosis of  tuberculous  peritonitis  within  a  comparatively  short 
time.  From  recent  statistics  of  Roerset  it  seems  that  of  308 
patients  operated  on  22*5  per  cent,  examined  one  year  after 
the  operation  were  perfectly  cured.  "  We  have  cases  cured 
for  twenty-five  years."  (Spencer  Wells.)  The  cases  were 
genuine  tuberculosis  in  those  of  Buzy,  Conitzer,  et  al.  The 
bacillary  researches  and  inoculations  were  positive.  What  is 
the  process  of  cure  ?  Stchegolcff,  operating  on  dogs  in 
Strauss's  laboratory,  concludes  :  (i)  tuberculous  peritonitis  of 
dogs  may  be  cured  by  laparotomy  alone,  and  at  the  begin- 
ing  of  the  process,  twelve  to  fifteen  days  after  inoculation  ; 
(2)  recovery  is  due  to  an  inflammatory  reaction  characterised 
by  infiltration  of  embryonal  cells,  the  phagocytosis  is  the 
active  development  of  connective  tissue;  (3)  curative  action 
seems  due  to  a  variety  of  physical  agents — traumatism  of  the 
peritoneum,  thermic  influences,  penetration  of  light  and  air 
into  the  peritoneal  cavity  ;  (4)  the  complete  evacuation  of  the 
abdominal  exudate  is  not  the  sole  cause  of  recovery;  (5)  the 
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dog  is  an  animal  somewhat   feeble  and    very  susceptible  to 
tuberculosis  if  we  use  cultures  of  human  tuberculosis. 

L.  N. 


Twenty-five  Operations  for  Uterine  Fibromata, 
WITH  Remarks  upon  the  Principal  Methods 
now  in  use.  L.  N.  Varnek.  Chimrg.  Med.  Letopis, 
No.  2,  189s  ;  R.  de  Ciencias.  Med.,  No.  7,  1895. 

The  anatomical  peculiarities  offered  by  uterine  fibromata 
as  to  pedicle  and  seat  may,  the  author  believes,  account  for 
the  multiplicity  of  methods  of  operating  upon  them  ;  these 
methods  he  arranges  in  three  classes,  viz.,  according  as 
(i)  no  pedicle  is  formed;  enucleation,  extirpation  of  the 
tumours  and  corpus  and  collum  of  the  uterus  by  the  abdomen 
or  by  the  vagina,  and  the  combined  extirpation  of  the  tumour 
and  corpus  by  the  abdomen,  and  of  the  collum  by  the  vagina  ; 
(2)  the  pedicle  is  extra-peritoneal  ;  (3)  the  pedicle  is  aban- 
doned in  the  peritoneum. 

Three  of  the  author's  cases,  varieties  less  than  total  vaginal 
extirpation,  belong  to  the  first  ;  eight — seven  by  Hegar's 
method  and  one  by  Wolfer's  —  to  the  second ;  and  the 
remainder  to  the  third  of  these  classes  ;  and  he  draws  the 
following  conclusions  from  his  experience  : — (i)  The  methods 
of  operating  for  fibromata,  if  simplified  as  they  could  and 
should  be,  would  give  as  low  a  rate  of  mortality  as  ovari- 
otomy does  in  the  hands  of  every  surgeon,  and  fibrotomy  in 
those  of  but  {<t\N.  (2)  In  exceptional  cases,  when  the  intra- 
peritoneal method  of  treating  the  pedicle  is  inapplicable,  and 
total  extirpation  impossible  (^.^.,  extensive  fibroma  submucosa 
or  an  extremely  debilitated  patient),  Hegar's  method  should  be 
adopted.  (3)  Extreme  technical  difficulty,  and  the  danger  of 
secondary  haemorrhage  render  Schrceder's  method  inapplic- 
able. (4)  Zweifel's  method  requires  great  practice,  is  incon- 
venient in  extent  and  insecure  against  haemorrhage.  (5) 
Leopold's  method  is,  by  reason  of  its  technical  simplicity 
rapidity  and  absolute  security  against  haemorrhage,  and  by 
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the  treatment  of  the  pedicle  analogous  to  that  of  an  uncom- 
plicated ovariotomy,  the  best  before  us  at  the  present  time. 
(6)  As  conservative  surgeons  we  should,  whenever  it  is  pos- 
sible, revert  to  enucleation  of  the  tumour,  leaving  the  uterus 
and  ovaries,  and  with  them  the  procreative  capacity  of  the 
woman.  (7)  Castration,  removing  healthy  organs  and  leaving 
the  affected  one,  is  contrary  to  the  principle  of  modern 
surgery,  and  can  only  be  practised  while  our  methods  of 
operating  are  still  imperfect.  J.  J.  M. 

Report  on  Chlorosis.  By  Dr.  E.  Lloyd  Jones,  Research 
Scholar,  British  Medical  Association.  Report  Scientific 
Grants  Committee,  British  Medical  Association,  Km^.,  1895. 

Dr.  E.  L.  Jones  reports  that  during  the  past  year  he  has 
continued  his  observations  on  the  blood  of  healthy  persons, 
measuring  the  specific  gravity  of  the  whole  blood,  and  as 
often  as  possible  the  proportion  of  corpuscles  to  serum,  the 
quantity  of  hsemoglobin,and  the  specific  gravity  of  the  serum. 
He  has  also  kept  records  of  cases  of  chlorosis.  These  observa- 
tions show  that  the  blood  of  the  female  before  puberty 
resembles  the  blood  of  the  msle,  but  at  about  sixteen  years 
of  age  the  quantity  of  h^einoglobin  becomes  diminished,  the 
specific  gravity  of  the  blood  becomes  less,  the  red  corpuscles 
become  relatively  fewer.  In  many  women  there  is  a  slight 
change  in  the  same  direction  at  each  menstrual  period.  The 
blood  varies  in  different  types  of  healthy  persons  ;  thus  per- 
sons with  light  eyes,  hair,  and  complexion  have  lighter  blood 
than  darker  persons.  These  differences  bear  a  curious  rela- 
tion to  the  fertility  of  the  mother.  Thus  in  the  case  of  a 
number  of  healthy  males  the  relation  between  the  specific 
gravity  of  the  blood  and  the  number  of  brother  and  sisters 
was  as  following  : — 

1056  8  to  9 

lo^i}         e-/ 
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1061  +         4  to  5 
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Showing  that  the  males  whose  blood  most  nearly  approached 
the  female  kind  of  blood,  had  many  brothers  and  sisters.  He 
is  not  yet  provided  with  a  sufficient  number  of  observations 
on  suitable  females.  In  chlorosis  the  blood  exhibits  :  (i) 
marked  diminution  of  the  haemoglobin  ;  (2;  diminution  of  the 
specific  gravity  ;  (3)  a  diminution  of  the  volume  of  red 
corpuscles.  Among  the  signs  of  chlorosis  bearing  most  on  its 
pathogeny  are  probably  dilatation  of  the  heart,  rapidity  of  the 
pulse,  gastroptosis,  a  tendency  to  gastric  pain,  gastric  and 
intestinal  congestion  and  hsematemesis,  with  or  without  the 
occurrence  of  ulceration  ;  slight  but  evident  enlargement  of 
the  thyroid,  and  weakening  of  certain  voluntary  muscles. 
Chlorotics  are  most  prone  to  relapse  at  or  about  their  men- 
strual periods.  Some  experiments  reported  by  Dr.  Jones  the 
year  before  last  show  that  after  section  of  the  splanchnic 
nerves  or  destruction  of  the  spinal  cord  high  up  in  the  neck, 
the  injection  of  saline  solution  leads  to  a  more  permanent 
lowering  of  the  specific  gravity  of  the  blood  than  is  usually 
the  case,  while  there  is  very  marked  gastro-intestinal  conges- 
tion and  even  hsematemesis.  Recognising  some  analogies 
between  Graves'  disease  and  chlorosis,  he  sought  for  some 
source  of  auto-intoxication  on  the  latter  disease.  So  far  his 
experiments  with  ovarian.  Fallopian,  and  uterine  tissue  have 
given  negative  results.  The  combined  administration  of 
Fallopian  tissue  with  common  salt,  however,  produced  a 
marked  diminution  of  the  percentage  of  haemoglobin,  and  in 
this  relation  it  may  be  added,  that  he  found  the  blood  of 
chlorotic  women  to  be  more  alkaline  than  that  of  healthy 
women.  If  salt  alone  will  produce  this  effect  we  have  a 
means,  possibly,  of  treating  those  persons  (of  whom  he  has 
written  in  other  reports)  who  are  pale,  but  who  have  an 
excessive  proportion  of  red  corpuscles.  In  conclusion,  the 
blood  of  chlorotics  presents  in  an  exaggerated  degree  the 
characters  shown  by  the  blood  of  those  healthy  persons 
whose  mothers  were  most  prolific.  Of  this  he  was  aware 
last  year,  and  reported  so  to  the  Scientific  Grants  Com- 
mittee, but  only   during  this   year   has  he  found  that  in  all 
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persons  of  unmixed  race  one  can  tell  the  fertility  of  the  mother 
from  an  examination  of  the  blood  of  the  children.  With 
regard  to  the  treatment  of  chlorosis,  the  most  successful  pro- 
phylactic measures  appear  to  be  a  plentiful  .flesh  diet,  com- 
bined with  a  due  amount  of  exercise.  Among  drugs,  no  one 
appears  to  be  capable  of  replacing  iron  in  the  treatment  of 
chlorosis.  No  form  of  iron  does  better  than  the  reduced 
metal,  the  carbonate  or  the  hydrate.  Some  of  the  newer 
preparations — for  example,  ferratin,  haemogallol — sometimes 
acted  well,  but,  like  all  the  others,  failed  in  certain  cases. 

This  is  an  excellent  example  of  the  good  work  done  under 
the  auspices  of  the  Association,  and  its  practical  value  is  co- 
equal with  its  scientific  importance.  L.  N. 

Leucorrhcea  in  the  Unmarried. 
Practitioner,  August,   1895. 

"According  to  Dr.  Slocum  (Philadelphia  Polyclinic),  in 
the  treatment  of  leucorrhoea  in  young  unmarried  women 
instances  frequently  occur  in  which  the  usual  practice  of 
making  an  examination  to  ascertain  the  condition  of  the 
pelvic  viscera  is  so  obnoxious  to  the  patient,  or  is  so  firmly 
opposed,  that  the  physician  is  forced  to  abandon  it  and  have 
recourse  to  medicine.  In  such  cases  Dr.  Slocum  has  learned 
to  depend  upon  the  specific  action  which  cantharides  appears 
to  exercise  upon  the  cells  constituting  the  genital  as  well  as 
the  urinary  system.  It  is  probably  by  direct  stimulation  of 
the  cell  just  to  the  point  of  successful  resistance  that  the 
benefit  is  secured,  as  the  dose  is  very  small.  Strangury,  or 
other  unpleasant  symptom,  has  not  been  produced.  The 
action  of  the  drug  has  been  so  uniformly  satisfactory  that 
when  it  fails  such  result  forms  a  strong  basis  for  suspecting 
the  presence  of  something  more  than  simple  hypera^mia  or 
mild  inflammation.  Lessening  of  the  discharge  is  sometimes 
noted  within  five  days,  but  in  several  cases  of  profuse  dis- 
charge of  four  years'  and  longer  duration,  the  treatment  was 
not   successful    until    after    a   month's    persistent    use.      The 
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formula  which  has  seemed  the  best  contains  the  tincture  ferric 
chloride  and  dilute  phosphoric  acid.     These,  though  probably- 
modifying  the  action  of  the  cantharides,  are  only  adjuvants. 
The  following  is  the  usual  form  of  administration  : — 
I^   Tinct.  Cantharid.  5iss. 
Tinct.  Ferri  Perchlor.  5ij. 
Acid.  Phosphoric,  dil.  5ij- 
Syrup.  Limonis  gi. 
Aq.  ad  5iv. 
M.  Sig.     One  teaspoonful,  in  water,  after  meals." 

L.  N. 


OBSTETRICAL. 

Weitere  Beitrage  zur   Klinischen   Bedeutung  der 
Nephritis   in   der  Schwangerschaft.     Von    Prof. 
H.   Fehling.    (Further    Contributions    on   the 
Clinical  Importance  of  Nephritis  in  Pregnancy. 
By  Prof  H.  Fehling.)     ArcJiiv.fiir  Gyncskologie,  Band 
xxxix.,  Heft  3. 
Prof  Fehling  treats  of  the  influence  of  nephritis  on  the 
recurring  death  of  the  foetus,  and  considers  this  as  conditioned 
by  numerous  white  infarcts  in  the  placenta,  these  being  the 
direct  results  of  the  renal  mischief     Thus  in  ninety-one  cases 
of  albuminuria    in  gestation,    white  infarcts    in  the  placenta 
existed  in  more  than  50  per  cent.  ;  and  where  the  albuminuria 
was  due   to  chronic  nephritis,  infarcts   were   never    wanting. 
Further,    in    twenty-seven    instances    where    such    placental 
infarcts    plus  albuminuria    were   found,  only  eleven    gravida 
went  to  term.     Hence  the  direct  tendency  of  the  diminution 
of  the  functionally  active  area   of   the  placenta  is  to  death 
of  the  embryo  from  deprivation  of  oxygen  and  nutriment, 
or  to  expulsion  of  the  more  mature  foetus  from  degenerative 
changes  in  the  decidua.     While  white  infarcts  may  be  alike 
induced  by  endometritis,  syphilis,  and  nephritis,  in  no  placenta 
is  their  number  so  considerable,  or  their  occurrence  so  con- 
tinuous, as  in  that  of  concomitant  renal  disease. 
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The  occurrence  of  white  placental  infarcts  is  held  to  be 
due  to  endarteritis  occurring  in  the  maternal  vessels,  thus, 
leading  to  thrombosis  and  haemorrhage  into  the  placenta. 
Infarcts  may  also  be  induced  in  purely  physiological  wise, 
but  these  are  usually  old  and  mostly  date  from  the  beginning 
of  the  second  half  of  pregnane)'.  In  the  much  altered 
placenta  of  nephritis  all  transitions  may  be  seen,  from  quite 
recent  extravasations  through  reddish  and  yellowish  to  finally 
white  infarcts,  the  appearances  corresponding  to  the  relative 
age.  The  placenta  of  syphilis  is  readily  identified  as  a  pale 
large  heavy  mass,  sometimes  weighing  as  much  as  one-third 
of  the  foetus  ;  while  the  placenta  of  nephritis  is  small,  tough^ 
bloodless,  and  of  subnormal  thickness. 

The  clinical  records  in  this  paper  consist  of  a  series  often 
cases  watched  through  forty  pregnancies,  covering  a  term  of 
some  fifteen  years.  This  series  is  sub-divided  into  two 
sections ;  the  one  embracing  cases  where  no  evidence  of 
renal  disturbance  existed  except  during  gestation  ;  the  other 
dealing  with  pregnancies  as  complicating  chronic  nephritis. 
In  the  former  section,  as  soon  as  gestation  began,  signs  of 
kidney  stress,  considerable  and  progressive,  commenced  to 
develop.  In  one  typical  case  the  patient  had  "gestation- 
kidney,"  during  each  of  six  successive  pregnancies,  all  of 
which  were  cut  short  by  abortion  during  the  sixth  or  seventh 
month.  As  soon  as  each  gestation  ended,  the  renal  symp- 
toms vanished. 

From  a  study  of  these  cases  it  stands  out  clearly  that  the 
renal  disturbance  increased  in  each  consecutive  pregnancy, 
and  that  ultimately  it  prevented  the  birth  of  a  viable  child, 
whether  by  intra-uterine  death  or  premature  expulsion.  It 
is  deduced  that  the  "gestation-kidney"  of  Leyden  requires 
some  amplification  in  its  scope.  Leyden  indicates  it  as 
marked  by  the  occurrence  of  albuminuria,  especially  in  the 
later  months  of  a  first  pregnancy,  by  the  presence  of  hyaline 
and  granular  tube-casts,  by  the  decided  tendency  to  eclampsia 
together  with  the  non-recurrence  of  these  phenomena  in 
later  gestations.     But  Fehling's  cases  require  a  wider   con- 
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ception  than  this,  and  he  regards  as  pathognomonic  of 
recurring  "  gestation-kidney  "  the  appearance  of  albuminuria 
in  the  early  months  of  pregnancy,  the  tendency  to  intra- 
uterine death,  to  recurring  abortion,  and  the  absence  of  an)- 
tendency  to  eclampsia. 

The  second  section  comprises  cases  of  pre-existing  chronic 
nephritis,  with  constant  deterioration  of  the  kidney  condition 
due  to  the  stress  of  pregnancy.  This  furnishes  more  direct 
evidence,  and  on  a  larger  scale,  of  the  special  influence  of 
the  gestation  process  on  the  kidneys.  In  each  case  the 
renal  lesion  was  manifestly  and  considerably  increased  by 
the  accession  of  pregnancy,  and  the  pathological  process  in 
the  kidneys  advanced  pari  passu  with  the  evolution  of  the 
gestation.  In  three  instances  marked  retrocession  occurred 
so  soon  as  the  pregnancy  terminated  ;  in  another,  the  stress 
of  pregnancy  was  directly  responsible  for  the  induction  of  a 
lethal  issue  ;  while  in  yet  another,  where  a  permanent  nephritis 
had  been  engendered  by  a  fourth  pregnancy,  so  rapid  was 
the  downward  course  that  death  ensued  a  half  year  after  the 
premature  termination  of  a  fifth  gestation. 

In  these  cases  there  is  superadded  upon  the  already 
crippled  renal  functions  a  defective  cardiac  compensation 
relative  to  the  uterine  enlargement,  together  with  the  arterial 
sclerosis  and  venous  stasis  of  the  renal  organs  incident  to 
all  cases  of  gestation-kidney. 

The  prognosis  as  regards  both  mother  and  child  is 
estimated  in  the  two  series  of  cases.  In  those  kidney  lesions 
strictly  limited  to  pregnancy,  there  was  in  the  cases  cited  no 
maternal  mortality,  while  of  twenty-four  births  only  six 
were  those  of  living  children.  Where  pregnancy  complicated 
a  precedent  chronic  nephritis,  the  maternal  mortality  was 
two  out  of  five,  and  the  infant  mortality  eleven  out  of  sixteen. 

In  all  cases  of  recurrent  or  of  persistent  nephritis  during 
pregnancy,  the  interests  of  the  mother  are  paramount,  since 
the  great  majority  of  births  are  here  those  of  non-viable 
children.  It  is  very  rarely  necessary  to  interfere  (except  in 
primiparse),  on    account  of   the  possibility   of   eclampsia,  as 
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these  seizures  occur  very  seldom  in  recurring  gestation-kidney, 
or  in  chronic  nephritis  during  pregnancy. 

Fehling  emphasises  the  prime  importance  of  prolonged 
rest  in  bed,  and  of  hot  baths  (37-42°  C.)  in  marked  cases  of 
albuminuria  during  pregnancy  ;  the  influence  of  the  former, 
he  declares,  is  astonishing  in  the  diminution  of  the  excreted 
albumen.  And  in  multiparae  with  chronic  nephritis,  the 
induction  of  abortion  in  the  second  or  third  month  is  recom- 
mended as  a  salutary  measure,  with  strict  avoidance  of  the 
risk  of  any  further  pregnancy.  And,  another  case  is  cited 
from  Leyden's  practice,  where  after  three  deliveries  at  term 
there  followed  five  abortions,  with  persistent  increase  of  a 
chronic  nephritis,  which  was  fatal  to  the  patient  during  the 
last  gestation.  G.  H.  B. 

On  Eclampsia.  K.  Inovers.  Meditsinski  Ochet,  &c., 
Moscow,  1895.  From  the  Revista  de  Ciencias  JMedicas 
de  Barcelona,  No.  7,  1895. 

In  his  report  of  the  hospital  under  his  charge,  the  author 
gives  a  review  of  the  cases  of  eclampsia  which  occurred  during 
the  twenty-six  years  he  has  been  director  of  the  establish- 
ment. The  number  of  confinements  was  11,076,  and  there 
were  fifty-one  cases  of  eclampsia,  which  came  on,  before 
labour  in  four  cases,  during  its  course  in  thirty-six,  and  after 
delivery  in  eleven.  The  women  affected  were  from  17  to  39 
years  of  age,  twenty-two  were  under  21,  and  seventeen  others 
were  under  26  ;  thirty-six  were  primiparae ;  albuminuria 
occurred  in  thirty-nine,  and  oedema  in  twenty-eight ;  eight 
cases  were  fatal. 

As  regards  the  pathogenesis,  Inovers,  mentioning  that  the 
chief  theories  as  to  its  origin  were  the  uraemic,  nervous,  and 
parasitic,  points  out  that  Lvoff  looks  on  eclampsia  as  due  to 
an  alteration  in  the  blood,  Nikiforof,  without  offering  any 
reason  for  the  coagulation  of  the  blood,  attributes  it  to 
disseminated  thromboses  in  the  capillaries  and  blood  vessels 
and  Duhrssen  to  the  presence  of  creatin  and  creatinine  and 
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consequent  irritation  of  the  cortical  substance  of  the  brain. 
Paulof  and  Neusky  had,  however,  proved  that  symptoms  Hke 
those  of  eclampsia  are  always  produced  when  the  action  of 
the  liver  is  insufficient  to  ensure  the  normal  transformation  of 
carbamic  acid  into  urea  and,  from  this  fact  and  post-niortejn 
sections,  Massen  concludes  that  the  essential  morbid  changes 
take  place  in  the  liver  and,  to  a  less  extent,  in  the  kidneys 
and  other  parenchymatous  organs,  and  that  the  probable 
cause  of  eclampsia  lies  in  profound  disturbances  in  the  pro- 
cesses of  oxidation  normal  to  the  system. 

The  changes  recorded  at  two  autopsies  in  1894  were: 
hypersemia  of  the  cerebral  and  spinal  meninges,  and  cere- 
brum ;  hypertrophy  of  the  heart,  parenchymatous  degenera- 
tion of  the  heart,  liver  and  kidneys,  and  oedema  of  the  lungs. 
In  one  case,  microscopic  examination  disclosed  no  alteration 
in  brain  or  medulla,  but  pronounced  changes  in  the  cells  of 
the  liver  which  were  enlarged,  the  nuclei  staining  little,  if  at  all, 
with  haematoxylin,  while  the  protoplasm  was  readily  coloured 
by  eosin. 

According  to  Inovers,  the  indications  for  treatment  are  : 
(i)  To  raise  the  general  level  of  oxidation  (oxygen,  milk 
diet) ;  (2)  to  promote  the  prompt  elimination  of  insufficiently 
oxidised  products  (Priesnitz  packing,  subcutaneous  injections 
of  pilocarpine)  ;  (3)  to  allay  the  excessive  irritability  of  the 
cerebrum  (hydrate  of  chloral,  acetate  of  morphia,  chloroform) ; 
(4)  and  to  restore  the  conditions  that  tended  to  keep  the 
blood  normal,  terminating  labour  by  obstetric  interference. 

J.  J.  M. 

EXPERIMENTELLE       StUDIEN      ZUR       PaTHOGENESE      DER 

Eklampsie.  (Experimental  Researches  regard- 
ing THE  Pathogenesis  of  Eclampsia.)  By  Ludwig 
u.  Savor,  Monatschr.f.  Geburtsh.  11.  Gyn.,  Bd.  i.,  Hft.  5. 

These  authors  have  described  an  interesting  series  of 
experiments  carried  out  for  the  purpose  of  throwing  light 
on  the  nature  of  eclampsia. 
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They  obtained  sterilised  blood-serum  and  urine  from 
eclamptic  patients  and  injected  them  into  the  veins  of  dogs. 

They  first  made  a  series  of  experiments  to  determine  the 
toxicity  of  normal  serum  and  urine  obtained  from  the 
parturient  woman ;  when  injected,  they  found  that  toxic 
symptoms  were  produced,  when  more  than  "60  cm.  of  urine 
per  kilo  of  the  animal's  weight  was  injected  and  when  more 
than  about  8' 5  cm.  of  serum  per  kilo  was  used. 

Considerable  variations  were  obtained  after  the  injection 
of  eclamptic  urine.  The  greatest  degree  of  toxicity  was  13*6 
cm.  per  kilo,  the  least  yj  cm.  The  toxicity  of  urine  was 
lowest  when  obtained  from  patients  during  the  convulsive 
stage.  During  the  hours  following  this  stage  it  became 
increased. 

The  toxicity  of  eclamptic  serum  was  a  little  lower  than 
6  cm.  per  kilo.  It  was  greatest  when  taken  from  a  patient 
during  the  convulsive  seizure. 

They  believe  that  the  cause  of  eclampsia  is  an  auto- 
intoxication due  to  the  accumulation  in  the  system  of  pro- 
ducts of  imperfect  tissue  changes  during  pregnancy.  The 
eclamptic  serum  has  a  specific  influence  on  the  kidneys.  It  is 
thus  easy  to  understand  why  during  the  worst  phases  of  the 
attack  the  blood-serum  is  most  toxic  and  the  urine  least  toxic 
and  also  why,  when  the  convulsive  seizures  are  passing  off, 
more  of  the  poison  is  passed  in  the  urine  owing  to  the 
improved  action  of  the  kidneys. 

J.  Clarence  Webster. 

On  Rupture  of  the  Uterus.  Papers  and  discussion 
at  the  Vienna  Congress  of  German  Gynecologists,  June, 
1895,  from  Cbt.f.  GynakoL,  No.  25,  and  seq.  and  Wien. 
Med.  Presse  and  Wien.  Med.    Woch. 

In  reporting  on  the  etiology  of  rupture  of  the  uterus 
Sanger,  of  Leipzig,  defended  Bandl,  the  founder  of  the  modern 
doctrine,  from  the  charge  of  suppressing  or  publishing  as  his 
own  the  discoveries  of  Michaelis,  by  whom  that  doctrine  had 
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not  been,  as  Freund  had  asserted,  clearly  laid  down,  and 
objected  to  Zvveifel's  use  of  the  term  Michaelis-Randl  in 
regard  to  it.  He  maintained  that  the  extra-peritoneal  ring- 
between  the  cervix  and  the  complete  attachment  of  the 
peritoneum  constituted  a  true  lower  segment  of  the  uterus. 
Towards  the  end  of  the  first  pregnancy  the  funnel-shaped 
dilatation  of  the  cervix,  the  lower  limit  of  which  is  marked 
by  Miiller's  ring,  passes  without  any  defined  furrow  or  ridge, 
internally  or  externally,  into  this  lower  segment  of  the  uterus, 
although,  when  greatly  distended,  the  upper  boundary  of 
this  segment  may  be  marked  by  a  circular  ridge,  this  ridge, 
the  so-called  "  contraction  ring,"  may  be  absent,  and  is  by 
no  means  so  constant  as  Schroeder  implies.  The  furrow  in 
the  over-distended  uterus  sometimes  felt  through  the  abdo- 
minal wall  does  not  correspond  to  the  internal  contraction 
ring.  Over-distension  and  rupture  generally  affect  both  the 
cervix  and  the  lower  segment  of  the  uterus.  They  may  not 
affect  both,  but  it  is  as  rare  for  rupture  to  be  limited  to  one 
as  to  the  other. 

Sanger  divides  the  ruptures  of  the  uterus  anatomically 
into  slits,  clefts,  manifold  and  combined  connected  ruptures, 
internal  and  external  fissures,  and  those  due  to  faulty  develop- 
ment;  and,  according  to  their  mechanical  and  predisposing 
causes,  into  spontaneous  ruptures  from  abnormal  processes 
during  pregnancy  or  parturition,  or  abnormal  conditions  of 
the  uterus  and  vagina,  and  violent  ruptures  from  internal 
injury,  operative  or  otherwise,  or  from  external  injury.  He 
does  not  cons'\de.r post-mortem  rupture  established. 

He  mentioned  two  cases  of  fissura  uteri  peritonealis,  a 
form  often  fatal  from  the  concealed  hjemorrhage  not  being 
dealt  with.  Signs  of  internal  haemorrhage  and  increasing 
collapse  without  external  bleeding  during  childbirth,  or  even 
after  injury  during  pregnancy,  may  be  due  to  such  rupture, 
and  not  to  a  premature  separation  of  the  placenta.  The 
comparative  frequency  of  penetrating  peritoneal  lacerations 
of  parts  of  the  uterus  otherwise  extra-peritoneal,  depends  on 
the  displaced  and  extended  peritoneum  being  stretched  over 
these  parts  as  if  anatomically  attached  to  them. 
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It  is  generally  believed  that  rupture  commences  in  the 
mucosa,  but  it  is  probable  that  many  cases  begin  on  the 
peritoneal  side,  and  that  traumatic  ruptures  of  the  corpus 
generally  do  so  ;  where  loosely  attached,  the  peritoneum  can 
never  be  the  seat  of  spontaneous  rupture. 

An  erosion  of  the  uterus  is  seldom  the  starting  point  of 
a  rupture,  nor  has  incarceration  the  absolute  importance  in 
the  origin  of  the  typical  Bandl  ruptures  that  Freund  gives  it. 

Spontaneous  ruptures  during  pregnancy  affect  the  corpus 
uteri  only,  and  are  difficult  to  explain  (details  of  case  given 
and  specimen  shown). 

Great  importance  must  be  conceded  to  predisposition, 
without  which  the'  mechanical  factors  are  not  sufficient  to 
explain  all  cases.  Predisposition  may  be  acquired — from 
illness,  or  from  degeneration  (hyaline  or  fatty)  of  the  mus- 
cular tissue,  from  cicatrices  of  previous  ruptures  or  of 
Caesarian  section  ;  from  local  thinning  of  the  uterine  wall, 
or  from  placenta  previa ;  or  may  be  congenital — e.g.,  from 
malformation  of  the  womb. 

As  Bandl  taught  us,  the  mechanical  basis  of  rupture  of 
the  uterus  lies  in  some  false  relation  between  the  contents  of 
the  womb,  the  parturient  canal  and  the  expulsive  force ;  in 
fixation  of  the  canal  downwards,  in  traction  upwards  and 
withdrawal  of  the  wall  of  the  uterus  over  the  contents  of  its 
cavity,  in  overdistension  of  the  part  of  the  wall  where  these 
opposing  forces  meet,  a  part  already  weakened  by  thinning 
out  and  passivity.  Particular  mechanical  factors  are  met 
with  in  any  narrowing  of  the  bony  pelvis,  or  any  unusual 
impediment  offered  by  the  soft  parts — by  rigidity  of  the 
cervix,  a  bicorned  uterus,  cicatrices  in  the  cervix,  stenosis 
of  the  vagina,  the  pelvic  floor,  by  abnormal  contractions 
displacements  or  new  growths  of  the  uterus,  or  by  pelvic 
tumours — or  by  the  contents  of  the  womb,  by  abnormal 
toughness  of  the  membranes,  the  attitude  position  or  size  of 
the  foetus,  or  irregularities  in  the  mechanism  of  labour. 

The  parturient  canal  is  fixed  above  by  the  round  liga- 
ments and  intra-abdominal_pressure,by  the  ligamcnta  lata  car- 
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dinalia  and  suspensoria  postica  at  the  junction  of  the  corpus 
and  cervix  ;  and  by  the  connective  tissue  and  fascia  of  the 
pelvis  vagina  and  pelvic  floor  below.  There  is  not  any 
necessit)'  for  the  cervix  to  be  incarcerated  before  it  ruptures, 
as  Freund  insists. 

The  point  of  most  significance  is  that  abnormal  or  patho- 
logically altered  tissue  in  the  lower  segment  of  the  uterus,  in 
the  cervi.x  or  in  the  vagina,  may  count  for  as  much  in  the 
occurrence  of  ruptures  of  the  womb  as  contractions  of  the 
pelvis,  or  pathological  positions  attitudes  or  proportions  of 
the  child. 

Though  no  rupture  of  the  uterus  occur,  and  the  cervix  has 
withdrawn  over  the  advancing  head,  persisting  disproportion 
may  lead  to  a  primary  rupture  of  the  vaginal  vault,  nearly 
always  posterior,  in  the  occurrence  of  which  the  same 
mechanical  conditions  obtain  as  in  a  rupture  of  the  uterus. 

Fritsch,  of  Bonn,  reported  on  "  The  Treatment  of  Rupture 
of  the  Uterus." 

As  regards  prophylaxis  (i)  in  head  presentation  in  a 
narrow  pelvis,  the  woman  should  lie  on  that  side  which  best 
allows  the  presenting  part  to  dilate  the  extensible  canal,  and 
no  external  pressure  should  be  applied  while  the  head  is  still 
high  in  the  pelvis.  In  tardy  labour  cautious  attempts  may 
be  made,  while  the  woman  is  in  Walcher's  position,  to  press 
the  head  into  the  pelvis,  due  regard  being  paid  to  the  position 
of  the  uterus. 

[Forensic  cases  show  that  the  life  of  the  mother,  which 
must  always  be  the  first  consideration,  has  often  been  sacri- 
ficed in  the  delusive  hope  of  saving  the  child  ;  operative 
interference  should  not  be  delayed  till  it  is  merely  a 
forlorn  hope.] 

(2)  A  woman  threatened  with  immediate  rupture  should 
be  delivered  at  once,  that  method  being  adopted  which 
requires  least  room  in  the  parturient  canal ;  if  the  head 
presents,  perforation  and  delivery  by  the  cranioclast  is  the 
most  favourable  to  the  mother's  life  ;  in  cross  births,  only 
when  the  child  is  alive  should  any  attempt  be  made  (under 
VOL.   XI. — NO.   42.  19 
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profound  anaesthesia)  to  turn  ;  a  dead  foetus  before  extraction 
should  always  be  diminished  by  operation. 

[Cases  in  which  the  foetus  is  partly  outside  the  uterus  are 
exceptional  ;  if  cautious  attempts  at  extraction  are  not  suc- 
cessful, one  must  resort  to  laparotomy,  which  may  be  more 
readily  decided  upon  in  hospital  practice.] 

(3)  When  rupture  has  occurred,  and  the  fcetus  is  in  the 
abdominal  cavity,  it  must  be  removed  as  soon  as  possible  by 
laparotomy  ;  if  partly  in  the  uterus,  partly  in  the  abdomen, 
it  may  be  extracted  per  vias  iiaturalcs ;  if  this  prove  difficult, 
or  if  there  is  severe  and  persistent  haemorrhage,  under 
favourable  circumstances  recourse  must  be  had  to  lapa- 
rotomy. 

(4)  Haemorrhage  after  rupture  of  the  uterus  cannot  be 
safely  controlled  by  tamponade  or  compression,  even  when 
combined,  nor  in  any  way  from  the  vagina.  It  is  only  after 
laparotomy  that  the  oozing  and  spouting  vessels  can  be 
effectively  secured  from  the  abdominal  side. 

[In  this  Fritsch  agrees  with  Leopold,  and  points  out  that 
the  danger  of  haemorrhage  is  rather  in  the  parametrium  than 
in  the  womb  itself.  Moreover  the  exposed  but  untorn  peri- 
toneum may  readily  be  lacerated  in  pressing  home  a  tampon.] 

If  haemorrhage  has  ceased  for  some  hours  and  the  pulse 
has  improved,  opium  and  absolute  rest  are  indicated;  a 
catheter  must  be  passed,  but  no  washing  out  of  the  peritoneal 
cavity  from  the  vagina,  nor  even  of  the  vagina  itself,  should 
be  attempted. 

(5)  Amputation  of  the  corpus  uteri  should  only  be  per- 
formed when  the  uterine  cavity  is  presumably  septic,  or  in 
the  presence  of  a  myoma  which  indicates  laparotomy. 

[Amputation  of  the  corpus  uteri  is  not  proper  treatment, 
as  the  rupture  is  generally  situated  below  the  corpus.] 

Meinert,  of  Dresden,  submitted  a  paper  "  On  Spontaneous 
Rupture  of  the  Unimpregnated  Uterus."  From  the  reported 
cases  and  two  personal  observations  of  hsmatometra  and 
pyometra,  Meinert  concluded  that  such  ruptures  always  occur 
at  the  fundus,  and  that  gangrene  is  the  most  common  cause. 
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In  another  paper,  Haberda,  of  Vienna,  pointed  out  that 
the  instrumental  injuries  caused  by  criminal  attempts  to 
procure  abortion  left  cicatrices  that  predisposed  to  rupture  in 
subsequent  pregnancy  or  labour. 

In  the  papers  supplementary  to  the  discussion,  Freund,  of 
Strasbourg-,  in  opposition  to  Sanger,  insisted  that  fixation 
from  below  was  a  necessary  condition,  proved  by  the  swelling 
of  the  anterior  lip. 

Zweifel,  of  Leipzig,  illustrated  his  views  upon  the  origin  of 
the  lower  segment  of  the  uterus  on  plaster  models  of  his  three 
frozen  .sections,  opposing  Sanger  and  supporting  Braune's 
original  opinion  against  the  explanations  and  alterations  of 
Bandl  and  Schroeder.  He  laid  great  'stress  on  the  ascent  of 
the  uterine  end  of  the  round  ligament  as  a  sign  of  impending 
rupture. 

V.  Dittel,  of  Vienna,  agreed  that  the  "contraction  ring" 
was  not  constant,  and  that  the  lower  segment  was  formed  of 
cervix  and  corpus  ;  he  further  held  that  a  true  lower  segment 
exhibiting  clinical  characteristics  existed  in  the  non-pregnant 
uterus. 

The  reports  were  printed  and  were  in  the  hands  of  the 
members,  and  an  interesting  discussion  at  once  commenced, 
in  which  Fehling,  of  Basle,  recommended,  in  suitable  cases, 
the  removal  of  the  uterus  per  vaginaui,  using  Pean's  clamps. 
Veit,  of  Berlin,  in  opposition  to  Freund,  held  that  the  swelling 
of  the  anterior  lip  was  an  accident,  and  not  caused  by  incar- 
ceration ;  the  fixation  downwards  of  the  parturient  canal  might 
be  caused  in  various  ways.  Olshausen,  of  Berlin,  pointed  out 
that  not  infrequently  rupture  takes  place  gradually  by  de- 
hiscence and  effective  labour  pains  may  continue  and  force 
down  or  even  expel  the  head.  Incarceration  was  not  neces- 
sary ;  fatty  degeneration  had  not  been  demonstrated,  but  pre- 
disposition must  be  admitted.  Rupture  might  certainly  take 
place  after  Cesarean  section.  It  was  not  easy  to  see  how 
pressure  uniformly  applied  could  lead  to  rupture — indeed, 
it  was  questionable  whether  increased  abdominal  pressure 
might  not  oppose  rupture.     V.  Winckel   said    that    uniform 
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pressure  may  oppose  and  improperly  applied  pressure  cause 
rupture. 

Neugebauer  of  Warsaw  said  that  the  amputation  of  the 
uterus  by  a  colleague  had  been  followed  by  the  arrest  of 
haemorrhage  from  the  rupture.  He  had  himself  extirpated  a 
ruptured  uterus  by  the  vagina,  and  agreed  with  Fritsch  that 
the  parametrium  was  the  chief  seat  of  the  haemorrhage. 
Tauffer  of  Budapesth  advocated  tamponade.  Frank  of 
Cologne  said  that  each  case  must  be  treated  on  its  merits ; 
even  when  symptoms  of  commencing  peritonitis  set  in  after 
prolonged  loss  of  blood,  something  might  be  hoped  for  from 
laparotomy;  he  was  opposed  to  vaginal  extirpation.  On  the 
other  hand,  Chrobak,  the  President,  who  spoke  against  tam- 
ponade, said  that  that  operation  could  easily  be  performed  on 
a  woman  recently  delivered  near  full  term,  and  he  had  done  it 
twice  for  rupture  of  the  uterus.  Freund  said  that  the  incar- 
ceration theory,  which  had  the  authority  of  Michaelis  and 
Bandl,  was  the  only  one  that  explained  why  the  uterus  rup- 
tured in  some  cases,  the  vagina  in  others,  the  latter  in  cross- 
births.  Zweifel  related  a  case  in  which  rupture  had  been 
caused  by  a  previous  suture  of  the  uterus,  taking  place  not  in 
the  cicatrix,  but  in  the  posterior  wall  in  consequence  of  the 
adhesions  of  the  cicatrix  to  the  anterior  wall  of  the  abdomen. 

Fritsch,  in  reply,  said  that  though  he  had  not  been  able 
to  demonstrate  any  contraction  ring  in  Caesarean  sections  or 
post-mortems,  one  can  be  felt  externally,  nevertheless,  at  the 
boundary  of  the  contracted  corpus  and  the  dilated  lower 
segment  of  the  uterus,  and  certainly,  when  turning,  one  may 
very  often  feel  a  circular  contraction  internally,  which  must 
be  considered  a  very  important  sign  of  impending  rupture. 
He  had  always  taught  that  a  sudden  arrest  of  labour  pains 
at  the  beginning  of  rupture  is  quite  exceptional.  When  the 
rupture  occurs  slowly  the  uterus  continues  to  contract.  The 
fcfitus  is  expelled  through  the  fissure,  or  remains  in  a  lax 
uterus,  which  is  incapable  of  contracting.  It  is  true  that  the 
uterus  cannot  be  torn  by  a  simple  increase  in  abdominal 
pressure,    but    rupture    frequently    occurs    immediately    after 
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sudden  severe  convulsions  of  pain  excited  by  pressure  and 
on  further  pressure  the  child  promptly  slips  out  of  the  uterus. 
Moreover,  it  must  not  be  forgotten  that  the  centres  of  action 
of  the  abdominal  pressure  and  of  the  uterus  do  not  coincide; 
the  uterus  may  lie  obliquely,  and  the  head  may  be  forced  into 
the  over-distended  part  of  it.  Though  we  have  as  yet  no 
anatomical  proof  of  predisposition,  we  can  see  in  operations 
that  ligatures  more  easily  cut  through  in  one  uterus  than  in 
another,  and  without  any  very  evident  changes,  we  can  find 
some  uteri  entirely,  or  in  parts,  abnormally  soft.  In  Csesarean 
section  the  uterine  wound  is  often  easily  elongated  in  with- 
drawing the  child. 

In  regard  to  the  treatment  by  elevating  the  pelvis  and 
enlarging  the  peritoneal  wound  one  can  see,  seize,  and  secure 
the  several  bleeding  vessels.  Ligatures  en  masse  are  dangerous 
on  account  of  the  ureters. 

The  patient's  surroundings  must  be  considered  in  the 
question  of  conservative  or  operative  treatment.  Efficient 
assistance  is  a  most  important  matter,  but  under  the  protec- 
tion of  antisepsis  the  modern  obstetrician  will  not  delay  too 
long,  and  the  number  of  ruptured  uteri  will  decrease.  It 
would  certainly  be  worse  to  act  always  on  the  principle  of 
operating  than  on  that  of  non-interference. 

Sanger  also  replied. 

J.  J.  Macan. 


The  Treatment  of   Uterine   Hemorrhage    During 
the   last   two   months   of    pregnancy.    w.   j. 

Smylv,  M.D.  {British  Medical  Journal,  No.  1776,  1895). 

Uterine  haemorrhage  occurring  during  the  last  two  months 
of  pregnancy  may  result  from  a  wound  or  disease  ;  but  in  the 
vast  majority  of  cases  it  is  due  to  the  premature  separation  of 
the  placenta. 

We  distinguish  those  placental  hemorrhages  which  pro- 
ceed from  the  normal  site  as  accidental,  and  those  from  an 
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abnormal  site  as  unavoidable.  Anatomically  we  should  con- 
sider all  cases  in  which  the  placenta  dips  down  below  the 
contraction  ring  as  examples  of  placenta  pra:via  ;  but  clini- 
cally, the  majority  of  these  cannot  be  diagnosed  as  such,  and 
are,  therefore,  classed  among  accidental  haemorrhages. 

The  diagnosis  of  placenta  praevia  depends  upon  haemor- 
rhage occurring  toward  the  end  of  pregnancy  or  the  com- 
mencement of  labour,  and  feeling  the  placenta  through  the 
cervix  or  os  uteri. 

It  is  difficult  to  account  for  the  h.nemorrhages  which  occur 
before  labour  begins. 

Possibly  they  are  due  to  a  disproportion  between  the 
placental  site  and  the  placental  area. 

When  they  commence  with  labour,  they  are  due  to  the 
physiological  process  by  which  the  ovum  is  separated  from 
the  lower  part  of  the  uterus.  At  the  commencement  of 
labour  the  lower  uterine  segment  is  hemispherical,  and  is 
occupied  by  the  presenting  part  of  the  foetus,  through  which 
it  directly  receives  the  uterine  pressure,  and  over  which  it  is 
gradually  drawn  upward,  being  converted  as  the  os  dilates 
into  a  cylinder,  equal  in  circumference  to  the  presenting  part 
of  the  child  ;  at  the  same  time,  the  bag  of  the  waters  is  pressed 
down  into  and  dilates  the  cervical  canal,  and  the  external 
orifice. 

So  long  as  the  membranes  remain  intact,  the  ovum  is 
driven  down  by  the  uterine  contractions,  the  lower  segment  at 
the  same  time  is  drawn  upward,  a  separation  takes  place 
between  the  two,  and  the  lower  pole  of  the  ovum  is  cast  free 
from  its  uterine  connections ;  this  separation  begins  at  the  os 
internum  and  gradually  extends  upward  toward  the  contrac- 
tion ring. 

When  the  membranes  rupture,  however,  the  foetus  only  is 
driven  downward,  the  membranes  being  drawn  upward,  with 
the  uterine  wall  to  which  they  are  attached.  Should  the 
placenta,  which  is  a  specially  modified  portion  of  the  foetal 
envelopes,  be  developed  at  the  lower  pole  of  the  ovum,  it  will 
be  separated  with  the  latter,  and  haemorrhage  occurs  ;  as  the 
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detachment  extends,  more  vessels  are  opened,  but  as  the 
detachment  may  cease  with  the  rupture  of  the  membranes,  so 
may  the  bleeding  also. 

Dr.  Smyly  thus  epitomises  the  treatment  of  accidental 
hsemorrhage : — 

(i)  When  the  os  is  small  and  labour  pains  weak  or  absent, 
preserve  the  membranes  intact  as  long  as  possible;  in  external 
haemorrhage,  plug  the  vagina. 

(2)  If  labour  is  well  advanced,  rupture  the  membranes, 
and  if  haemorrhage  continues,  deliver  by  the  safest  method 
available. 

(3)  For  internal  concealed  haemorrhage,  and  in  some  cases 
of  external  haemorrhage,  if  a  vital  necessity,  deliver  by 
accouchement  force,  or  Porro's  operation. 

In  all  cases,  the  ruling  principle  should  be  to  proceed  with 
as  little  force  and  precipitation  as  possible.  L.  N. 

The    so-called    Decidual    Tumours    in    connection 

WITH  NORMAL  CHILDBED  ABORTION,  HVDAITD  MOLES 

AND  Extra-uterine  Pregnancy.  F.  Marchand 
(Marburg).  Monatsschrift  fiir  Geburtshilfe  unci  Gyiice- 
kologie,  Bd.  i..  Heft,  5.  (Abstracted  by  Fritsch  in  the 
Centra/blatt,  1895,  xxviii.,  755.) 

Marchand  has  been  led  to  try  and  clear  away  the  confusion 
and  unsound  complicated  nomenclature  that  has  gradually 
intruded  into  the  modern  doctrine  of  the  deciduomata  while 
examining  a  specimen,  scraped  by  Ahlfeld  from  a  vaginal 
metastasis,  the  decidual  nature  of  which  was  proved  by  the 
primary  growth,  was  found  in  a  gravid  tube,  while  the  endo- 
metrium was  not  affected.  Marchand,  after  describing  the 
microscopical  appearances  and  criticising  the  views  of  the 
various  authors,  assembles  all  the  recorded  cases  in  support  of 
his  own  opinion  and  declares  that  the  designation  deciduoma 
is  a  false  one.  It  can  be  shown  that  the  cellular  tissue  of  this 
new  growth  does  not  arise  from  the  decidua,  and  it  is  most 
probable  that  cellular  tissue  so  extremely  like  epithelium  is 
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actually  of  an  epithelial  nature.  The  origin  of  the  tumour 
lies  in  the  normal  epithelium  of  the  chorionic  villi ;  in  the 
syncj'tium  and  ectodermal  cells.  It  is  more  especially  the 
serotina  with  its  intimate  intermingling  of  foetal  and  maternal 
tissue  that  forms  the  locus  of  origin. 

No  new-formed,  chorionic  villi  could  be 'certainly  dis- 
tinguished in  the  metastasis.  It  is  not  the  cells  of  the 
decidua  that  are  characteristic  of  this  form  of  tumour  but  the 
epithelial  cells,  peculiar  to  the  serotina  which  arise  from  the 
foetal  ectoderm  ;  the  so-called  deciduoma  or  decidual  sarcoma 
are  therefore  of  epithelial  nature ;  nevertheless,  they  can 
hardly  be  ranked  as  carrinomata  until  every  malignant  epi- 
thelial growth  is  called  carcinoma.  These  rare  tumours  which 
only  appear  under  quite  definite  conditions  of  life  in  connec- 
tion with  the  development  of  an  ovum  cannot  be  curtly 
spoken  of  as  carcinoma  ;  a  better  designation  would  be  "  sero- 
tinal  tumours." 

Gynaecologists  owe  great  thanks  to  the  author — no  dilet- 
tante in  pathology — for  his  laborious  work,  to  which  two 
plates  of  beautifully  drawn  illustrations  are  appended. 

Synxytial    Carcinoma    of    the    Uterus.       Kossman 
(Berlin).     Monatsschrift  f.  Geb.  u.  Gyn.,  Bd.  ii.,  Hft.  2. 

Marchand  has  declared  that  the  so-called  deciduo-ccllular 
sarcoma  is  a  carcinoma,  that  it  is  formed  by  the  syncytium 
and  single  layer  of  epithelial  cells  of  the  chorionic  villi.  Koss- 
man takes  a  still  more  decided  view,  and  holds  that  for  both 
strata,  the  one  foetal  the  other  maternal,  to  be  implicated  in  the 
development  of  these  malignant  growths,  is  from  general 
pathology  impossible,  especially  because  of  the  metastases. 
He  prefers  to  suppose  that  cell  boundaries  reappear  in  the 
s\mcytium,  and  that  the  new  growths  arise  from  this  alone. 
He  declares  that  it  is  most  improbable  that  carcinoma  should 
have  existed  before  conception,  and  that  it  is  far  more  likely 
and  in  regard  to  general  pathology  quite  possible  for  a 
"  syncytial  carcinoma"  to  develop  during  pregnancy. 
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Fritsch,  who  abstracts  the  above  in  the  Centralblatt^  No. 
31,  remarks  :  "There  is  much  to  be  said  for  Kossman's  view, 
for  a  simple  classification  of  the  tumour  is  offered  by  it,  and 
the  name  '  syncytial  carcinoma  '  is  certainly  a  happy  choice." 


Deciduoma  Malignum  and  Sarcoma  of  the  ChoriOxNic 
Villi.  By  C.  Ruge,  Berliner  Ges.f.  Geb.  ii.  Gyn.,  June 
14,  1895  ;  from  Ceiiiralblt.,  No.  28,  page  758. 

In  this  paper  the  author  describes  the  views  held  on 
deciduoma  malignum  before  the  recent  work  of  Marchand. 
The  definition  of  this  affection  implied  a  direct  connection 
between  the  characteristic  clinical  course  and  childbed  or 
abortion,  the  early  symptoms  resembling  those  of  a  retained 
placenta.  Histologically  the  matrix  was  thought  to  be 
formed  by  the  decidua,  though,  according  to  Gottschalk,  the 
same  clinical  phenomena  might  depend  on  disease  starting 
in  the  chorionic  villi  (chorio-deciduoma  maligna).  The  omis- 
sion of  direct  connection  with  pregnancy  from  the  definition 
might  justify  Veit's  objection  that  the  affection  was  a  primary 
sarcoma  or  carcinoma  in  no  direct,  certainly  in  no  histological 
connection  with  pregnancy. 

On  the  basis  of  the  definition  Ruge  thinks  some  of 
the  reported  cases  not  established  as  true  deciduoma  malig- 
num, and  that  others,  described  as  deciduo-cellular  sarcoma 
had  been  considered  as  allied  to  this  affection,  merely 
because  the  elements  were  large,  closely  resembling  the  cells 
of  the  decidua.  The  term  deciduo-cellular  is  purely  descrip- 
tive. Similarity  does  not  imply  genesis,  and  resemblance  is 
no  proof  of  origin.  In  deciduoma  malignum  the  decidua 
was  supposed  to  be  the  matrix,  the  characteristic  clinical 
course  is  of  more  importance  than  the  accidentally  large  size 
of  the  cell  elements. 

In  the  author's  opinion  an  innocent  increase  in  the  number 
of  the  cells  of  the  decidua  (polypoid  excrescences)  may  occur 
during    pregnancy,  but  malignant    proliferation    hardly    ever 
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iloes  so,  and  certainly  not  with  the  frequency  of  the  reported 
cases  of  deciduoma  malignum.  MaHgnant  defeneration 
generally  nnanifests  itself  in  the  stroma  cells  of  the  uterine 
mucosa,  being  affected  before  pregnancy  (Veit)  or  perishing  so 
soon  after  its  termination  that  none  of  them  are  to  be  found. 
From  all  we  know  of  thedecidua  the  occurreiice  of  malignant 
degeneration  of  its  cells  is  most  improbable,  and  proof  of  it 
almost  impossible.  The  decidua  cells  found  after  some  abor- 
tions in  the  neighbourhood  of  accidentally  retained  villi  do 
not  exhibit  any  exuberant  growth. 

In  regard  to  Gottschalk's  sarcoma  of  the  chorionic  villi, 
neither  description  or  drawings  admit  the  idea  of  its  being 
a  sarcomatous  degeneration,  or  show  the  transition  stages 
from  normal  state  to  degeneration  that  Sanger  was  justified 
in  demanding. 

The  second  part  of  the  paper  refers  to  the  recent  in- 
vestigations of  Marchand,  which  prove  the  share  that  the 
epithelium  of  the  villi,  the  existence  of  which  was  previously 
unknown,  has  in  the  formation  of  the  so-called  decidua  malig- 
num.  The  new  growth  is  epithelial,  the  connective  tissue 
forms  no  part  of  it,  nor  therefore  does  the  decidua  ;  gravidity 
remains  a  necessary  condition,  but  according  to  Marchand 
there  are  no  such  things  as  deciduoma  maligna  or  Gott- 
schalk's chorio-deciduoma  ;  the  connection  of  the  new  growths 
so-called  with  pregnancy  is  proved  to  depend  on  the  newly 
described  epithelium  of  the  chorionic  villi.  We  owe  much 
to  Sanger  for  drawing  attention  to  the  clinical  features  of  an 
entirely  new  form  of  affection,  which,  as  histology  has  proved, 
can  no  longer  be  properly  called  deciduoma  malignum,  as  the 
decidua  has  no  share  in  it,  but  must  be  recognised  as  the 
chorio-carcinoma  of  Marchand.  It  may  be  readily  distin- 
guished from  cases  of  sarcoma,  such  as  Veit  alludes  to,  occurr- 
ing after  or  before  pregnancy.  J.J.  M. 
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Tuberculosis  of  the  Human  Placenta  in  Relation 
TO  Congenital  Tuberculosis.  Schmorl  and 
Kockel,  Beitr.  s.  path.  Anat.,  xvi.,  part  2  ;  quoted  in 
Anier.  Med.  Surg.  Bulletin,  March  15,  1895. 

The  authors  state  that  when  Birch-Hirschfcld  and  Schmorl 
reported  their  case  of  congenital  tuberculosis,  in  the  year 
1 89 1,  the  exact  manner  in  which  the  tubercle  bacilli  passed 
from  the  maternal  organism  to  that  of  the  fcetus  was  not 
understood.  "  Lehmann's  observations  show  that  in  acute 
miliary  tuberculosis  during  pregnancy  the  placenta  may  be 
affected  with  tubercle  as  well  as  the  other  organs.  The 
placenta,  it  seems,  may  occasionally  be  affected  in  cases  of 
chronic  pulmonary,  as  well  as  acute  miliary,  tuberculosis, 
x^utopsies  on  cases  of  advanced  pulmonary  tuberculosis 
frequently  show  circumscribed  tuberculous  foci  in  organs 
other  than  the  lungs,  such  as  the  liver,  spleen,  or  kidneys. 
Gartner  has  demonstrated  that  where  animals  with  pulmonary 
tuberculosis  are  pregnant,  the  foetus  is  not  so  very  rarely 
infected  with  tubercle  bacilli. 

The  present  authors  have  met  with  three  cases  bearing  on 
the  subject. 

(i)  Autopsy  revealed  acute  miliary  tuberculosis  ;  the 
subject  was  in  the  eighth  month  of  pregnancy,  and  was 
brought  to  the  hospital  in  an  unconscious  condition. 
Cesarean  section  was  performed,  but  the  child  died  after  two 
hours. 

(2)  This  patient  died  during  pregnancy,  with  acute  miliary 
tuberculosis. 

(3)  A  case  of  chronic  laryngeal  and  pulmonary  tubercu- 
losis ;  died  suddenly  of  profuse  haemoptysis.  Caesarean  section 
was  performed  soon  after  death,  but  child  was  found  already 
dead. 

In  all  the  cases  placental  tubercle  was  found,  but  only 
very  little  in  Case  3,  and  less  in  the  placenta  than  in  other 
organs  in  the  other  two  cases.  The  tubercle  bacilli  were 
probably  in  all   three   cases   carried   to  the   placenta   in   the 
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circulating  blood,  but  in  No.  2,  where  there  was  also  tuber- 
culous peritonitis,  the  bacilli,  though  less  likely,  might  also 
have  been  carried  from  the  peritoneum  into  the  uterus  by  the 
Fallopian  tubes.  In  cases  of  acute  miliary  tuberculosis  the 
bacilli  circulating  in  the  blood  must  be  equally  distributed  to 
all  organs,  and  the  only  way  to  explain  whyin  Cases  i  and  2 
less  tubercle  was  found  in  the  placenta  than  in  the  other 
organs  is  to  suppose  that  the  placenta  is  more  resistent  than 
other  organs  to  the  bacillus.  In  all  three  cases,  tubercle 
bacilli  were  found  in  the  foetal  placenta  villi,  but  only  in  Case 
2  were  any  bacilli  found  in  the  body  of  the  foetus  ;  even  in 
this  case  there  were  no  macroscopic  changes,  but  bacilli  could 
be  detected  by  the  microscope  in  the  liver,  and  a  lymph  gland 
in  the  neighbourhood  of  the  liver.  The  authors  think  that 
the  reason  why  only  {(t\\  baccilli  had  passed  into  the  foetal 
circulation  is  to  be  found  in  the  changes  produced  in  the 
\essels  of  the  tuberculous  villi.  These  changes,  consisting  in 
the  closure  of  vessels  by  the  formation  of  hyaline  thrombi 
and  the  overgrowth  of  the  endothelium,  to  some  extent  form 
a  barrier  hindering  the  spread  of  tubercle  to  the  foetal 
circulation.  L.  N. 

A  Case  of  Sextuplets. 

Vcjssali,  in  the  Gazetta  Medica  Lombarda,  gives  an  account 
of  the  birth  of  six  children  at  one  birth,  which  is  said  by  Von 
Herf  to  be  the  first  well-authenticated  case  on  record.  The 
patient,  ^6  years  of  age,  during  the  early  months  of  her  preg- 
nancy grew  an.Temic,  weak,  and  complained  of  chilly  feelings  ; 
motion  was  not  felt.  In  the  fourth  month  the  abdomen  had 
grown  as  large  as  an  ordinary  pregnane}'  at  full  term,  so 
that  the  woman  daily  expected  confinement.  On  the  115th 
day  of  gestation,  while  straining  at  stool,  the  membranes 
ruptured  and  a  foot  prolapsed — no  pain  having  been  felt 
before  this  incident  ;  and  a  foetus  was  delivered.  The  next 
morning  pains  began,  with  chills,  flowing,  rise  of  temperature, 
and  vomiting,  and  it  was  decided  to  terminate  the  pregnancy, 
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as  miscarriage  was  now  inevitable.  Accordingly  the  mem- 
branes were  ruptured,  a  foot  brought  down,  and  a  second  foetus 
was  delivered.  A  third  bag  of  membranes  presented,  and  a 
third  fcetus  was  delivered  ;  and  so  on  till  the  fifth.  This  process 
lasted  two  hours,  when  an  endeavour  was  made  to  hasten  what 
was  thought  to  be  the  third  stage  of  labour,  but  the  attempt 
to  remove  the  placenta  revealed  a  sixth  amniotic  sac  and 
foetus.  All  the  foetuses  were  born  alive,  and  moved  vigorously  ; 
the  sexual  organs  were  differentiated,  four  being  males  and 
two  females.  The  large  single  placenta,  bearing  the  six 
amniotic  sacs,  was  unfortunately  so  lacerated  that  further 
investigation  of  it  was  useless.  The  specimen  is  preserved  in 
the  museum  of  the  Obstetrical  School  at  Milan. — Boston 
Medical  and  Surgical  Journal.  L.  N, 


DieNeulicheStastikderGeburten  bei  Beckexveren- 

GERUNG  InFOLGE  VON  RtJCKGRATSKYPHOSE.    (RECENT 

Statistics  of  Labours  in  Contracted  Pelvis 
FOLLOWING  Spinal  Kyphosis.)  By  Dr.  F.  Neugebauer, 
Monatschr.  f.  Geb.  u.  Gyn.,  Bd.  i.,  Hft.  4. 

Neugebauer  has  collected  accounts  of  196  labours  in  cases 
of  kyphotic  pelvis,  in  113  women.  Of  these,  126  were  full 
time  normal  labours  ;  14  were  were  premature  (3  being  abor- 
tions) ;  in  the  remaining  no  history  was  given  as  to  the  time 
of  delivery.  Of  the  113  women  46  died:  14  after  Porro  or 
Caesarian  section,  2  died  undelivered  (one  of  suffocation — so- 
called ;  another  of  an  eclamptic  condition  after  attempts  were 
made  to  employ  turning,  forceps  and  cephalotripsy).  Ten 
after  forceps  were  used  (in  2,  eclampsia  ;  in  3,  rupture  of  the 
symphysis;  in  2,  chloroform  poisoning;  in  i,  cedema  of  the 
lungs  ;  in  2,  suffocation — so-called).  One  after  employment  of 
the  lever,  i  after  rupture  of  cervix  and  vagina,  i  after  rupture 
of  uterus,  i  after  accoiicJiement  force  and  rupture  of  cervix,  i  of 
post-partum  haemorrhage,  3  of  suffocation  (so-called)  after 
delivery,  8  after    craniotomy,    cranioclasm,  cephalotripsy  ;    i 
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after  artificial   premature  delivery,  2  after  normal  labour,  i, 
condition  not  given. 

Neugebauer  believes    that   in  a  considerable   number  of 
these  sepsis  was  the  cause  of  death. 

J.  C.  W. 

Obstetric  Forceps  Statistics. 

Jourti.  Avier.  Med.  Association,  December  15,  1894. 
Schmid  {Jour,  des  Prat.)  gives  a  series  of  2,926  deliveries 
in  the  Basle  Hospital  between  May  i,  1887,  and  Dec.  31, 
1893,  of  which  number  156  (or  5  33  per  cent,  of  the  total) 
were  delivered  by -the  forceps,  and  of  these  129  (or  83'3  per 
cent.)  were  primipars.  Presentation  in  the  second  position 
was  the  most  frequent  cause  for  their  use.  The  loss  of  blood 
was  estimated  at  591  grammes  on  the  average.  In  132  cases 
(84  per  cent.)  the  perineum  was  ruptured,  and  the  wound 
healed  by  primary  union  in  92  cases.  The  mortality  from  all 
these  deliveries  was  r28  per  cent.,  but  this  was  not  due  to  the 
application  of  the  forceps.  The  infant  mortality  was  I2"2 
per  cent. — 57  per  cent,  being  the  result  of  use  of  the  forceps. 
Schmid  recommends  their  use  when  the  pains  diminish 
owing  to  the  prolonged  labour,  when  the  head  is  in  a  proper 
position,  and  when  the  second  stage  has  lasted  more  than 
two  and  a  half  hours. 

L.  N. 

P^DRIATICAL. 

Infantile   Diakrhcea, 

By  Dr.  N.  J.  Phenix,  Medical  Record,  June  29,  1S95. 

In  ordinary  cases  of  infantile  diarrhoea  due  to  indigestion 
and  bad  hygiene,  a  proper  observance  of  general  rules  will 
usually  be  sufficient  to  effect  a  cure.  Some  cases,  however 
may  require  the  aid  of  medicines.  Use  such  remedies  as 
promote  digestion  and  destroy  fermentations  and  putrefac- 
tions, and  the  diarrhoea  will  take  care  of  itself      For  the  first 
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purpose  pepsin  combined  with  muriatic  acid  stands,  in  my 
opinion,  pre-eminently  at  the  head  of  the  Hst.  Many  physi- 
cians fail  to  get  any  benefit  from  pepsin  because  their  doses 
are  too  small  ;  many  more  fail  because  they  ignore  the  phy- 
siological maxim  that  "pepsin  is  inert  except  in  the  presence 
of  an  acid. 

Nux  vomica  and  small  doses  of  arsenic  are  valuable 
adjuncts,  since  they  promote  the  secretion  of  gastric  juice  and 
serve  as  excellent  nerve  and  muscular  tonics.  The  following 
is  a  reliable  mixture  which  I  have  often  used,  and  I  can  con- 
scientiously say  it  has  never  yet  disappointed  me  : — 
I^   Pepsin.  5ij. 

Bismuth.  Subnit.  5ij.-iv. 

Liq.  Potassii  Arsenit.  ill  xv.-xx. 

Tr.  Nucis  Vom.  111  xxx.-xl. 

Acidi  Muriatici  Dil.  ill  xxx.-xl. 

Aquai  Cinnamomi,  q.s.  ad  5iv. 
M.    Sig.  :    Teaspoonful    three  or  four   times   a  day   after 
feeding  for  child  six  to  twelve  months  old." 


The  Alimentation  of  Infants  by  Means  of  Starchy 
Foods.    Heubner  {Sem.  Med.,  1895,  p.  41). 

At  a  meeting  of  the  Berlin  Medical  Society,  Dr.  Heubner  re- 
ported his  experiments  in  this  direction.  It  is  usually  claimed 
that  new  born  children  cannot  digest  starches  at  all.  This  the 
author  states  is  not  the  case.  The  ferment  capable  of  digest- 
ing starch  can  be  recognised  in  several  glands  at  the  age  of 
three  weeks.  Experiments  were  made  with  rice  starch. 
Children  about  fourteen  weeks  of  age  were  given  rice  starch 
and  the  stools  analysed.  This  showed  that  a  percentage  of 
the  starch  was  absorbed.  It  is  especially  insisted  upon  by 
the  author  that  this  should  not  be  taken  to  mean  that  children 
can  be  exclusively  nourished  with  starchy  foods.  The}' 
require  the  albumen  and  fat  so  sadly  lacking  in  the  proprie- 
tary infant  foods,  and   these  latter   also    often   contain    cane 
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sugar  in  large  quantities,  which  is  especially  liable  to  fermenta- 
tion. Starch  if  used  as  an  adjunct  to  the  breast  or  cows'  milk- 
should  be  that  of  rice,  for  the  granules  are  smaller  and  more 
easily  digested.  A  six  per  cent,  solution  is  the  best  strength  ; 
or  25  gms.  to  one-half  litre  of  water.  Children  do  not  digest 
thick  starchy  food  ;  it  must  be  dilute. 

These  facts  are  interesting  from  an  exact  scientific  stand- 
point, but  it  would  be  a  great  misfortune  if  they  should  be 
misunderstood  and  serve  only  to  benumb  the  awakening  con- 
sciousness of  the  medical  profession  of  the  great  evils  of  the 
early  use  of  starchy  foods  in  infancy.  No  mention  is  made 
of  the  inevitable  danger  of  the  fermentation  of  the  unabsorbed 
residue  of  starch,  which  is  frequently  the  starting  point  of 
gastro-intestinal  disorders  in  young  children.  L.  N. 
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NOTES  AND  NEWS. 

Proposals  for  the  Formation  of  a  Clin'ical  Institute  for 
Post-Graduate  Teaching. — The  rapid  advances  which  are  now 
being  made  in  all  departments  of  Medical  and  Surgical  knowledge 
render  it  very  desirable  that  additional  facilities  should  be  afforded 
for  its  assimilation  by  those  already  engaged  in  practice.  The 
requirements  of  medical  practitioners  are,  in  this  respect,  distinct 
from  those  of  medical  students,  and  require  special  arrangements. 
Our  existing  hospitals  are  adapted  for  undiplomatised  students  only. 
In  order  to  meet  the  wants  referred  to,  it  is  proposed  to  build  and  to 
endow  an  institution,  which  shall  comprise  lecture  rooms,  laboratories, 
a  clinical  museum  and  library,  and  a  small  hospital,  and  to  make  the 
same  easily  accessible  to  qualified  medical  men  from  all  parts  of  the 
British  Empire. 

The  institute  would  propose  to  carry  out  its  objects  by  : — {a) 
Clinical  demonstrations  and  lectures,  to  be  given  daily,  {b)  Short 
systematic  courses  of  Lectures  on  special  branches  of  medicine  and 
surgery,  classes  for  practical  instruction  in  special  subjects  (the 
stethoscope,  ophthalmoscope,  bacteriology,  the  microscope,  medical 
chemistry,  the  use  of  spectacles,  &c.).  {c)  By  the  formation  of  a 
large,  well  classified  clinical  museum,  to  contain  models,  photographs, 
and  other  delineations  of  disease  in  the  living  subject,  {d)  The 
provision  of  reading  rooms  and  a  library  of  clinical  reference,  to 
which  all  members  of  the  institute  should  have  access,  {e)  The 
provision  of  a  hospital  of  about  fifty  beds  with  an  out-patient 
department.  To  this  hospital  typical  forms  of  disease,  rare  cases, 
and  those  otherwise  instructive  for  clinical  observation  and  teaching, 
should  be  admitted.  (/)  The  exhibition  (on  loan  or  otherwise)  of 
surgical  instruments  and  appliances.  The  hospital  would  not  con- 
template the  admission  of  ia-patients  for  prolonged  treatment.  It  is 
believed  that  the  workhouse  infirmaries,  the  special  hospitals,  and 
private  practitioners  in  London  and  the  country,  would  supply 
an  abundance  of  patients  of  the  class  available  for  clinical  teaching. 
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These  patients  would  themselves  be  gainers  by  the  consultations  which 
would  be  held,  and  the  careful  study  which  their  cases  would  receive. 
Written  opinions  as  regards  diagnosis  and  treatment,  would,  from 
time  to  time,  be  given,  and,  when  requisite,  the  patients  would  be 
advised  where  best  to  obtain  treatment.  Its  beds  would  afford  the 
opportunity  for  patients,  who  had  been  sent  up  from  the  country  for 
consultation,  to  remain  a  night  or  more  in  London,  without  expense. 
All  consultations  would  take  place  before  the  class,  so  that  all 
present  might  derive  instruction  from  them.  It  is  proposed  to  in- 
vite all  members  of  the  hospital  staffs,  past  and  present,  not  only  of 
the  metropolis,  but  of  the  large  provincial  centres,  to  take  part  in 
the  public  consultations  and  the  clinical  teaching. 

Sources  of  Inco?ne  and  Organisation. — The  objects  aimed  at 
being  of  national  importance,  and  having  a  far  wider  range  than  the 
interests  of  the  medical  profession  itself,  it  is  proposed  to  raise  by 
public  appeal  an  endowment  fund,  out  of  which  the  expenses  of 
purchase  of  site,  building,  fitting  up  and  furnishing,  should  be 
supplied,  and  which  should  also  contribute  to  the  yearly  expenses. 
It  is  believed  that  the  institute,  when  once  well  established,  will,  to 
a  considerable  extent,  pay  its  own  expenses.  With  the  exception  of 
liberal  fees  to  those  conducting  special  classes  of  instruction,  the 
medical  service  of  the  institute,  clinical  lecturers,  consultants,  resident 
medical  officers  and  clinical  clerks,  would  probably  be  without  cost. 
To  the  endowment  fund,  public  companies  and  wealthy  individuals 
in  London  and  the  provinces,  will  be  invited  to  contribute.  It  is 
intended  that  the  Governing  Body  of  the  institute  shall  consist  of 
all  members  of  the  profession  subscribing  one  guinea  annually,  and 
of  all  donors  of  fifty  guineas,  in  one  sum,  whether  members  of  the 
profession  or  not.  All  Governors  to  have  free  admission  to  all  de- 
partments of  the  institute,  with  the  exception  of  the  courses  of 
lectures  and  special  classes  for  practical  instruction,  for  which  special 
fees  will  be  charged.  The  Governors  to  elect  annually  a  president, 
vice-presidents,  council  and  other  officers.  A  small  executive  com- 
mittee to  have  the  management  of  the  lectures,  consultations,  and 
clinical  demonstrations.  Governors,  not  being  members  of  the 
profession  to  have  the  privilege  of  recommending  patients  for  gratui- 
tous consultation.  Although  primarily  designed  to  promote  the 
more  advanced  education  of  medical  men,  and  being  essentially  a 
teaching  institution,  it  is  yet  believed  that  the  work  carried  on  would,  in 
common  with  that  of  other  medical  societies  and  hospitals,  aid  in  the 
increase  of  the  knowledge  of  disease  and  its  symptoms.     It  is  con- 


Notes  and  News.  299 


templated  that  when  the  institute  shall  be  in  working  order,  any 
medical  man  visiting  London  will  find  every  afternoon  one  or  more 
clinical  theatres  occupied  by  the  demonstration  of  important  cases 
and  conferences  thereon,  and  that  anyone  wishing  to  develop  his 
knowledge  of  any  special  branch,  will  be  able,  at  frequently  recurring 
intervals,  to  enter  his  name  for  a  short  systematic  course  of  lectures 
upon  it. 

Up-to-Datism  in  Medical  Journalistic  Enterprise. — We 
hoped  to  be  able,  ere  long,  to  compare  favourably  with  the  enterprise 
shown,  especially  in  illustrations,  by  most  of  our  contemporaries. 
But  we  have  received  a  rude  awakening  !  One  of  our  American 
contemporaries  has  "gone  one  better  "than  we  dare  to  do  for  many 
a  long  day.  The  Tri-State  Medical  Journal  has  adorned  its  pages 
with  the  portraits  of  four  of  its  contributors  of  original  articles  in  the 
July  number  of  this  year.  It  must  be  very  helpful  for  the  readers  of 
the  Journal  not  only  to  see  what  these  gentlemen  have  written,  but 
also  to  see  what  manner  of  man  the  respective  writer  of  each  article  is. 
It  is  somewhat  of  a  handicap  for  the  plainer  looking  members  of  the 
profession  to  have  this  additional  test  imposed,  but  then  the  nice 
looking  young  and  captivating  brethren  will  all  take  to  literature,  so 
that  their  handsome  faces  may  appear  as  pleaders  for  them.  One 
gentleman  appears  in  a  very  smart  andsuspicuously  new  looking  dress 
suit.  Presumably  this  portrait  depicts  the  medico  who  writes  on 
"  The  Infiltration  Method  of  Local  Anaesthesia  in  Genito-Urinary 
Surgery  "  in  precisely  the  same  costume  in  which  he  would  attend  to 
insert  the  syringe.  We  can  almost  imagine  that  so  edition  de  luxe  a 
surgeon  would,  by  his  appearance  alone,  assuage  the  pains  of  prostatic 
abscess,  or  benefit  the  burning  bubo,  or  ablate  the  testicle  without  a 
particle  of  suffering  to  the  patient.  And  then  think  of  it,  ye  gynae- 
cologists !  What  would  you  not  give  if  the  august  brotherhood  in  Pall 
Mall  would  only  approve  of  our  publishing  your  portraits  and  allow 
of  your  scattering  the  Journal  of  the  British  Gynaecological  Society 
broadcast  over  every  drawing-room  table  in  Mayfair  ?  How  our 
locks  would  be  curled  and  our  beards  trimmed  ere  we  sat  down  to 
indite  an  article  on  some  sympathetic  subject  of  quasi-popular 
interest.  No,  we  feel  the  temptation  would  be  too  great  for  us.  We 
fear  our  paper  baskets  would  be  inundated  with  cabinet  portraits,  if 
not  with  clinical  cases  ;  we  could  not  resist  it.  Our  publishers  would 
have  to  add  a  photographic  studio  to  their  already  extensive  premises, 
for  the  sole  convenience  of  our  contributors,  and  we  ourselves  would 
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be  so  hopelessly  distanced  by  the  virile  charms  of  many  of  our 
friends,  that  soon,  like  the  Moor  of  Venice,  we  would  find  "  our  occu- 
pation gone  "  !  We  wait,  with  anxiety,  further  developments  of  this 
goa-head  journalism.     What  next  ? 

CoNVKNiENT  Tests  for  Urine. — We  have  received  from  Oppen- 
heimer,  Sons  &  Co.,  of  Worship  Street,  E.G.,  a  specimen  of  their 
Bi-Palatinoids  of  Fehling's  test  for  saccharine  urine  and  have  also  tried 
in  addition  to  these,  their  Bi-Palatinoids  for  albumen  testing.  We 
can  speak  favourably  of  both.  For  convenience  in  practice,  for 
cleanliness  and  reliability  every  praise  can  be  given  to  these  excellent 
preparations. 

Dinner  of  the  British  Gynaecological  Society. — The 
annual  dinner  of  the  Society  was  held  at  the  Whitehall  Rooms, 
on  July  31.  This  date  was  selected  with  the  idea  of  enabling  those 
provincial  and  foreign  Fellows,  present  in  London  for  the  British 
Medical  Association,  to  attend.  This  anticipation  was  fully  realised 
as  over  one  hundred  Fellows  and  guests  were  present,  notwithstanding 
the  entertainments  arranged  for  every  evening  of  that  busy  week. 

Dr.  Glement  Godson  [Fresident)  was  in  the  chair,  while  Professor 
Savage,  the  ex- President,  occupied  the  vice-chair.  The  chair  was 
supported  by  Dr.  Robert  Barnes  {Honorary  President)  ;  Professor 
Martin  (Berlin) ;  Professor  Hector  Treub  (Leiden);  Dr.  Watt  Black 
(London);  Dr.  Gushing  (Boston)  ;  Dr.  Apostoli(  Paris) ;  Dr.  Alloway 
(Montreal);  Dr.  Murphy  (Ghicago) ;  Drs.  G.  H.  Routh,  Granville 
Bantock,  Gullingwoith,  Glover,  W.  Duncan  (London) ;  Dr. 
Franklin  Martin  (Ghicago)  ;  Mr.  A.  A.  Tindall  ;  Dr.  Nutang  (Paris); 
Prof.  Gordes  (Geneva);  Dr.  Fenwick  (Ganada);  Dr.  J.  P.  Boyd 
(New  York);  Surgeon-Major  Kilkelly ;  Dr.  Smyly  (Dublin);  The 
President  of  the  Odontological  Society;  Dr.  Wilberforce  Smith; 
Dr.  H.  Gampbell;  Dr.  Stowers  ;  Dr.  Mackenzie  ;  Dr.  Lewis  Evans; 
Mr.  Jackson-Glark ;  Dr.  Murphy  (Sunderland)  ;  Surgeon-Major 
Bolton  ;  Dr.  T.  Lloyd  Brown  ;  Mr.  Briggs  (Liverpool) ;  Dr.  F.  Reid  ; 
Dr.  Eustace  Bann  ;  besides  a  number  of  the  prominent  Fellows  of 
the  Society  whose  names  appear  in  the  list  of  stewards.  That  list 
was  comprised  as  follows: — W.  Armstrong,  INLR.G.S. ;  G.  G.  Bantock, 
M.D.,  F.R.G.S.  ;  A.  H.  Freeland  Barbour,  M.A.,  M.D. ;  Robert 
Barnes,  M.D.,  F.R.C.P. ;  R.  S.  Fancourt  Barnes,  M.D.,  M.R.G.P., 
F.R.S.E. ;  W.  Barber,  M.D.  ;  Robert  Bell,  M.D.,  F.F.P.S.  ;  C.  H. 
Bennett,  M.D. ;  M.  G.  Biggs,  M.R.G.S.;  J.  P.  Boyd,  M.D. ; 
Dudley  W.  Buxton,  M.D.,  M.R.C.P. ;  T.  A.  Cambridge,  M.R.G.S., 
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L.S.A. ;  C.  G.  Cannady,  M.D.  ;  Robert  Colenso,  M.A.,  M.B.Ox.;  J. 
Halliday  Groom,  M.D.,  F.R.C.P.E. ;  Alexander  Dempsey,  M.D.  ; 
W.  A.  Dingle,  M.D.;  W.  Dingley,  M.R.G.S.,  L.S.A.  ;  T.  M.  Dolan, 
M.D.,  F.R.G.S.E. ;  A.  Donald,  M.A.,  M.D.,  M.R.G.P.  ;  R.  W. 
Dove,  L.R.G.P.,  M.R.C.S.;  M.  G.  Dundas,  M.R.C.S.,  L.S.A.; 
G.  Elder,  x\LD. ;  E.  F.  Eliot,  L.R.C.P.  ;  G.  G.  Ferguson,  M.B.,  CM.; 
S.  Fielden,  M.D.  ;  S.  W.  Galloway,  L.R.C.P.,  M.R.C.S. ;  H.  E. 
Giffard,  M.R.C.S. ;  F.  Godfrey,  L.R.C.P. ;  Clement  Godson,  M.D., 
M.R.C.P.  {President);  W.  Chapman  Grigg,  M.D.,  M.R.C.P. ; 
R.  H.  Hodgson,  M.R.C.S.,  L.R.C.P.  ;  G.  W.  Hutchinson, 'M.D., 
M.R.C.P. ;  James  Jardine,  M.B.,  CM. ;  F.  Bowreman  Jessett, 
F.R.C.S.  ;  H.  Macnaughton  Jones,  M.D.,  F.R.C.S.L ;  Skene 
Keith,  M.B.,  F.R.C.S.E. ;  J.  Macpherson  Lawrie,  M.D.;  Henry 
Lewis,  M.D.  ;  J.  J.  Macan,  M.D.Cantab.;  G.  L.  Mansel,  M.B., 
CM.;  Christopher  Martin,  M.B.,  CM.,  F.R.C.S.;  J.  S.  Mansell 
Moullin,  M.B.,  M.R.C.P.  ;  G.  Wyndham  Murphy,  B.A.,  M.B.  ; 
James  Murphy,  M.A.,  M.D. ;  F.  R.  Mutch,  M.D.  ;  x\.  D.  Leith 
Napier,  M.D.,  M.R.C.P.,  F.R.S.Ed.  {Editor);  T.  W.  A.  Napier, 
M.D.,  M.C.;  T.  W.  Nunn,  F.R.C.S.;  C  E.  Oakley,  L.R.C.S., 
L.R.C.P.;  R.  O'Callaghan,  L.R.C.P.,  F.R.C.S.L;  James  Oliver, 
M.D.,  M.R.C.P.;  F.  H.  Oliver,  L.R.C.P.,  L.S.A.;  Thomas  OHver, 
M.A.,  M.D.,  F.R.C.P. ;  H.  Campbell  Pope,  M.D.,  F.R.C.S.; 
F.  S.  Purcell,  M.D.  ;  H.  A.  Reeves,  F.R.C.S.  ;  C  H.  Felix  Routh, 
M.D.,  M.R.C.P.  ;  T.  Savage,  M.D.,  M.R.C.P.,  F.R.C.S. ;  F.  F. 
Schacht,  B.A.,  M.D.Cantab.;  J.  Shaw,  M.D.Lond.,  M.R.C.P.; 
J.  A.  Shaw-Mackenzie,  M.B.  ;  A.  R.  Simpson,  M.D.,  F.R.C.P.E. ; 
W.  Japp  Sinclair,  M.A.,  M.D.,  M.R.C.P.;  W.  Slimon,  M.B. ; 
Samuel  Shaw,  M.D.  ;  A.  J.  Smith,  M.B.R.U.L,  M.Ch.  ;  Heywood 
Smith,  M.A.,  M.D. ;  M.R.C.P.;  J.  Greig  Smith,  M.A.,  M.B., 
F.R.S.Ed.;  R.  T.  Smith,  M.D.,  M.R.C.P.;  W.  J.  Smyly,  M.D., 
F.R.C.S.L,  F.R.CP.L;  W.  Dunnett  Spanton,  F.R.C.S.L.  ;  S. 
Sunderland,  M.D. ;  Lawson  Tait,  F.R.C.S. ;  J.  W.  Taylor,  F.R.C.S. ; 
D.  Thomson,  M.D.  ;  W.  Travers,  M.D.,  F.R.C.S.  ;  W.  Walter, 
M.A.,  M.D.,  F.R.C.S. ;  E.  G.  Whittle,  M.D.,  F.R.C.S.;  W.  S. 
Wyman,  M.D.,  F.R.C.S.  ;  G.  E.  Yarrow,  M.D.;  E.  G.  Younger, 
M.D.,  M.R.C.P. 

Telegrams  were  received  from  several  Fellows  and  guests  who 
were  prevented  from  attending  at  the  last  minute ;  among  those  may 
be  mentioned  the  President  of  the  Clinical  Society,  Prof.  Pozzi 
(Paris),  Prof.  Segond  (Paris),  Dr.  Farquharson,  M.P.  ;  Dr. 
Cantacuzene  (Bucharest),   Dr.  Halliday  Croom. 
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The  President  of  the  Royal  College  of  Physicians,  the  President 
of  the  Royal  College  of  Surgeons,  the  President  of  the  General 
Medical  Council,  the  President  of  the  Obstetrical  and  Gynaecological 
Section  of  the  British  Medical  Association,  and  others  wrote  to  ex- 
press their  regret  that  they  were  unable  to  be  present. 

During  the  dinner,  which  was  excellently  served,  the  Red  Hun- 
garian Quintette  performed  a  charming  selection  of  music. 

The  "  Toasts  "  were  purposely  restricted  as  much  as  possible  in 
order  to  allow  those  present  to  attend  those  latter  functions  which 
had  been  arranged  for  the  entertainment  of  the  members  of  the 
British  Medical  Association,  and  which  undoubtedly  constituted  an 
important  and  valuable  addition  to  the  Association  meetings. 

The  speeches  also  were  of  commendable  brevity. 

The  President  -proposed  the  toast  of  "  Her  Majesty  the  Queen 
and  the  rest  of  the  Royal  Family."  It  was  received  with  that  loyal 
enthusiasm  which  may  be  always  found  in  any  assembly  of  Her 
Majesty's  medical  subjects. 

Prof.  Hector  Treub  proposed  in  excellent  English  the  toast 
of  "  The  British  Gynaecological  Society."  He  congratulated  the 
Society  upon  its  position  and  upon  its  e.xtensive  influence.  He  felt 
honoured  in  finding  his  name  associated  with  the  toast,  and  regretted 
that  it  was  not  possible  at  present  for  him  to  take  part  in  the  Society's 
more  serious  meetmgs,  but  he  hoped  to  do  so  before  long. 

The  President,  in  reply,  thanked  Professor  Treub  for  the  kind 
terms  in  which  he  had  spoken  of  the  Society.  He  was  glad  to  think 
that  the  Society  was  in  a  very  flourishing  condition,  and  that  it  was 
acting  and  working  in  sympathy  with  so  many  of  the  distinguished 
foreign  gynecologists,  who  were  well  represented  on  that  occasion. 

Dr.  Robert  Barnes,  in  a  characteristically  tasteful  speech,  pro- 
posed the  next  toast,  "Our  Guests,"  and  in  recognising  the  most 
valuable  and  advanced  work  of  the  gynrecologists  of  foreign 
countries,  associated  the  toast  with  the  names  of  Professor  Martin 
(Berlin)  as  representing  Germany,  Dr.  Murphy  (Chicago)  as  re- 
presenting America  and  Dr.  Watt  Black  as  representing  England. 

Professor  Martin  (Berlin),  responding  in  fluent  English,  expressed 
the  pleasure  he  had  in  being  present  and  meeting  so  many  of  those 
distinguished  English  colleagues  for  whom  he  entertained  such  ad- 
miration and  respect. 

Dr.  Watt  Black,  in  responding  for  the  English  guests,  humour- 
ously recalled  the  fact  that  some  five  and  twenty  years  ago,  when  his 
friend  Professor  Martin  and  he  had  been  fellow  students  together  in 
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Berlin,  the  Professor  had  then  a  very  slender  figure.  If  one  might 
judge  by  figures  now,  gynsecology  had  waxed  great  in  Berlin  since,  as 
compared  with  London  (laughter).  In  concluding  his  remarks,  Dr. 
Black  referred  to  the  hope  that  such  dinners  as  this  would  cement  and 
extend  inter-professional  friendships. 

Dr.  Murphy  (Chicago)  also  responded,  and  referred  to  the  great 
satisfaction  he  had  in  being  present  that  evening  with  so  brilliant  a 
company  of  gynsecologists  and  abdominal  surgeons. 

Dr.  Franklin  Martin  (Chicago)  was  also  called  on  to  speak, 
and  complied  in  a  short  but  eloquent  speech. 

Professor  Savage,  in  proposing  the  health  of  the  Chairman,  said 
that  Dr.  Clement  Godson  deserved  the  heartiest  recognition  of  the 
Fellows  for  the  excellent  way  in  which  he  discharged  every  duty  of 
his  prominent  ofifice.  His  term  of  office  as  President  had  been  dis- 
tinguished by  a  very  large  increase  to  the  ranks  of  the  Society,  and 
this  was  one  of  the  best  testimonies  to  the  wide  popularity  of  its 
present  head. 

The  President  replied  in  a  few  well-chosen,  graceful  sentences  ; 
he  thanked  Professor  Savage  for  the  very  kind  way  he  had  spoken, 
and  said  that  Dr.  Savage  having  preceded  him  in  the  Presidency, 
he  (Dr.  Godson)  realised  that  the  proposer  of  the  toast  spoke  with 
full  knowledge  of  his  subject.  He  had  done  what  he  could  to  fulfil 
the  duties  of  his  office,  and  he  said  fearlessly  that  he  believed  the 
Society  was  now  in  a  most  prosperous  condition,  from  every  stand- 
point— numerical,  financial  and  intellectual. 

Mr.  BowREMAN  Jessett  thought  one  other  toast  might  be  per- 
mitted m  addition  to  those  already  given,  viz.,  that  of  the  Editor  of 
the  Journal  (Dr.  Leith  Napier),  who  had  so  greatly  improved  the 
condition  of  that  organ,  and  that  of  the  honorary  secretaries,  Dr.  F. 
F.  Schacht  and  Dr.  J.  Shaw,  in  recognition  of  their  labours,  not  only 
on  behalf  of  the  Society  generally,  but  also  as  touching  the  success 
of  that  particular  dinner. 

Dr.  F.  F.  Schacht,  the  senior  secretary.  Dr.  Leith  Napier 
having  been  summoned  away,  thanked  Mr.  Jessett  and  the  Fellows 
for  the  kind  terms  of  the  toast  and  the  generous  reception  accorded 
to  it.  He  was  sorry  the  editor  was  not  then  present  to  hear  the  flatter- 
ing remarks  that  had  been  made  about  the  present  condition  of  the 
Journal.  It  had  been  his  (the  editor's)  endeavour  to  improve  it  in 
every  way,  especially  by  associating  with  himself  a  number  of 
collaborators  in  different  parts  of  the  world,  so  that  the  Journal 
might  represent  not  only  the  doings  of  that  Society  but  also  become 
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a  record  of  the  work  done  throughout  the  whole  gynnecological 
world.  The  knowledge  that  the  Fellows  so  cordially  endorsed  the 
editor's  efforts  would  naturally  be  very  gratifying  to  him. 

Dr.  J.  Shaw  also  responded,  but  disclaimed  any  credit  for  the 
success  of  that  dinner,  the  details  of  which  devolved  entirely  on  his 
senior  colleague. 

Shortly  after  the  company  dispersed,  many  going  to  the  evening 
fete  at  the  Botanical  Gardens. 

Dr.  Fancourt  Barnes  has  been  elected  Consulting  Physician  to 
the  British  Lying-in  Hospital  in  Endell  Street.  Dr.  G.  H.  D. 
Robinson  has  been  elected  out-patient  Physician  to  the  same  insti- 
tution. 

Dr.  Leith  Napier  has  been  appointed  as  examiner  in  Midwifery 
and  Gynaecology  for  the  diploma  examinations  of  the  Society  of 
Apothecaries,  London. 

Dr.  Lloyd  Roberts  has  been  elected  as  Consulting  Obstetric 
Physician,  and  Dr.  A.  Donald  as  Obstetric  Physician  to  the  Man- 
chester Royal  Infirmary. 

The  second  session  of  the  International  Congress  of  Gynaecology 
and  Obstetrics  will  take  place  at  Geneva  during  the  first  fifteen  days 
of  September,  1896.  The  subjects  for  discussion,  for  which  there 
have  been  chosen  speakers  from  the  different  countries,  are  as 
follows  :  — 

Obstetrics  (i)  Relative  frequency  and  most  generally  observed 
forms  of  pelvic  contraction  in  different  countries.  (2)  Treatment  of 
eclampsia. 

Gymecoiogy  (i)  Operative  treatment  of  uterine  retro-deviations. 
(2)  Pelvic  suppurations  and  their  treatment.  (3)  Methods  of  sutur- 
ing the  abdominal  walls — best  means  of  avoiding  abscesses,  eventra- 
tions, hernias,  &c. 

During  the  time  of  the  Congress  there  will  be  an  exposition  of 
apparatus  and  instruments  pertaining  to  obstetrics  and  gyncecology. 

Dr.  Vulliet, 

Secretary. 
(For  the  Comniittee  of  Organisation.) 
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